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3 FOREWORD 
LEO H. BARTEMEIER, M.D.* 


Fifty years (now almost fifty-one) have passed since Breuer and Freud 
published their “Preliminary Communication on the Psychical Mechanism 
of Hysterical Phenomena.” They submitted their manuscript in Decem- 
ber, 1892, and it was printed in the Neurologische Ceniralblatt in January, 
1893. The Editors of this Butzerm have thoughtfully dedicated the 
Present issue to the commemoration of that momentous event, the first 
Psychoanalytic publication. Psychoanalysis might be said to have been 

orn with the appearance of this modest but portentous paper. 

Aside from the great historical significance of this event, there is a 
lesson in it for all psychoanalysts during these days and years of global 
War. This lesson is the open-mindedness of Freud which made it possible 
for him to sense the important implication of a colleague’s work and to 
Join with him in studying it “over a period of years.” Breuer was not a 
Specialist in mental and nervous diseases; he was a general practitioner 
With a background in physiology. His study and treatment of the hysteria 
Ss Anna ©. was undertaken out of special considerations and was an 
exception to his routine medical work. The open-mindedness of Freud 
toward Breuer’s account of his experience with this case represents a pro- 
fessional attitude which it would be well for us to keep in mind today and 

Ty to emulate in our relationships with our medical colleagues and with 
Our students, It behooves us to remember that it was the collaboration 
of Freud with Breuer that laid the cornerstone of all subsequent psycho- 
analytic theory Gad discovery. 

It is sigraficant that today, fifty years after Freud’s first paper, psycho- 
analysts are again working with internists and publishing papers with them, 
*eporting on joint observations and cooperative treatment. The present 

evelopment of psychosomatic medicine is the modern fruit of*such col- 
boration between general medicine and psychiatry, particularly between 
Mternal medicine and psychoanalysis. We still have much to learn from 
One another and from those not identified with our specialty. We should 

O everything possible to foster this development, this emulation of Freud’s 
xample. There is always the tendency and the temptation for psycho- 
analysts to become isolated from their medical colleagues; this we shouts 


aly resident of the American Psychoanalytic Association. 
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certainly avoid. The establishment of regularly conducted seminars which 
are arranged for the purpose of discussing correlations of psychoanalytic 
and medical findings and to which non-psychiatric medical men are in- 
vited would be a practical step in the right direction. In addition to the 
scientific advantages to be derived directly from such seminars, the holding 
of them will also help us to maintain that degree of open-mindedness which 
is so essential for the further development of psychoanalysis (or any other 
scientific specialization). 

These are the special lessons for us from the first psychoanalytic corner- 
stone to which the Editors, at the suggestion of Dr. Ernst Lewy, president 
of the Topeka Psychoanalytic Society, have so fittingly dedicated the 
present issue of the BULLETIN. 

Detroit, Michigan, 
November 15, 1943. 
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PRESENT TRENDS IN PSYCHOANALYTIC THEORY 
AND PRACTICE* 


By GREGORY ZILBOORG, M.D. (New York) 


à ‘That psychoanalysis is going through a crisis is a persistent impression 
ee Lae outside the profession. This crisis, reflected in acute dissensions 
matic undulations, is much deeper than the intense expression of 
ie Occasionally displayed and much more modest than the conspicuous 
te oe occurring in the disputes of recent years. Scientific issues 
A always deep and humble; only the individuals whom history chooses to 

Present them give them the coloring of egocentric, platitudinous pro- 


03 


undity, We all agree, of course, that the true issues at stake are the only _ 


‘hings that really matter—the only things that really endure and really 
ect history of thought. The recognition of this fact imposes upon us a 
aa responsibility. Whatever the mode of argumentation and whatever 
gle of refraction our thoughts may take, that which will endure will not 
‘i e personal, affective propensities, nor even the brilliant sophistry 
valch we contribute in good faith' and with ardent-abandén to the cause of 


i > 
Mposing our own hypotheses. -.- `. 
ay we not cast a bold and yet humble glance on the varieties of trends 


In Psychoanalysis without those purely partisan aspersions with which our 
lete?” I néed’not tell you that 


missions are sometimes’ notoriotisly rep] 
ma We” is purely editorial, and that no matter how corporate my thought 
sone Appear to me, it remains—as it must—purely personal. The antici- 
ke ed adherents to it cannot make it less personal, nor can the anticipated 
sli rae make it more personal. By this I mean to convey the simple yet 
A tly disturbing thought that whatever any one of us has to say here has 
S source only the person who says it. Yet, in so far as every one of us 
road draw upon his years of psychoanalytic experience and cultural, 
Ponsive living,everyone’s thought is bound to be the expression of more 
colle, a purely personal need; it is bound to be some kind of synthesis of our 
2) ea psychoanalytic experience, a partial distillate yielded by the 
lateg 1¢ of psycho-analytie experience which each one of us has accumu- 
or „ ? eSSimilated, and responded to, and brought forth as his owm positive 

negative contribution. k 
thro or one, would want to look at the present status of psychoanalysis not 
fee a microscope, not even through field glasses which offer high mag- 
whieh oe of particular details, but rather through inverted binoculars 
offer a total view as if from a distance. The individual details may 


* 
Can peed as part of a symposium on this subject at the Detroit Meeting of the Ameri- 
Yehoanalytic Association, May, 1943. 
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then appear completely lost, but the wholeness of the picture will be so much 
more definite and coherent. We need not really be concerned with those 
individual details, for they will be shed by history anyway—shed with @ 
completeness, a thoroughness, and a relentlessness with which our most 
sadistic affects cannot vie. Who cares today whether Galileo was a cowar 
or not? Who cares whether Roger Bacon was a buffoon? Or Paracelsus a 
self-defeatist, combative neurotic? Or Vesalius a copro- and necrophiliae, 
a depressed schizophrenic? And why should we care, as long as we possess 
the Galilean optics, the Baconian scientific method, the Paracelsian thera- 
peutic intent of medicine, and the revolutionized anatomy of Vesalius? 
What, then, does appear to be the essence, the dynamic meaning of the 
present “crisis” in psychoanalysis? It would seem to me that the heritage 
which Freud left in the midst of a stupendous wond crisis was neither re- 
ceived nor accepted with good grace. The immense turmoil in which we 
all found ourselves from the early or middle thirties on was a part of us, ag 
psychoanalysts, to the same extent as it was a part of us as human beings 
living on the brink of a crumbling civilization. As psychoanalysts our 
emotional participation in the first rumbling of this earthquake, and ther 
the earthquake itself—all in a period of almost a single decade—may have 
been greater than that of the average scientist or medical man, and for many 
reasons. Economie, racial, sociological, political, and military issues came 
to the forefront with a stupendous onrush. The physicist or the chemis 
found this new volcanic atmosphere very stimulating, to say the least, but 
neither his knowledge nor his skill was found wanting. He not only con” 
tinued his researches in the same manner, with the same methods an the 
same fervor; he found himself more needed and appreciated by history 
His interest in certain gases, in synthetic rubber, or in the distillation ° E 
gasoline from coal remained unchanged, but he suddenly discovered hox 
very useful he as a chemist was to living history. He could remain 10 | 
laboratory which was his temple and kingdom, and the world came to hum 
The surgeon, the internist, the dermatologist or opthalmologist—they Ki 
found themselves in the same enviable position as the chemist; they Ha 
more of the old work to do, and it was more needed and more valued th2 
before the dreadful crisis shook the world. p d 
The great involuntary migrations of men of science which Hitlerism a” a 
later the fall of France produced changed essentially very little the PF r 
chosociological position of the chemist, the mathematician, the surgeon; f 
the dermatologist as specialists în their respective fields. The Mence a 
system of elements, the benzene ring, the pulmonary circulation, 


ae pee sis 
psoriasis are the same the world over, and the language and ge 5 
used in these respective fields are the same the world over—in Berlin & d 
Holstein 


Boston, in Paris and London and Chicago, in Schleswig- 
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Kansas, The world crisis involves political, economic, military, techno- 
logical, religious, ethnographic, and a variety of other factors, but the 
chemist or the surgeon or the engineer, regardless of his individual psycho- 
logical peculiarities, his civic proclivities or ideological prejudices, can con- 
tinue to do his work as an expert with a great sense of being needed by all 
those forces which suddenly came to such stormy efflorescence. The con- 
vinced communist physiologist in Moscow is vitally interested in the 
Problem of night sight; the dyed-in-the-wool conservative or the politically 
disinterested physiologist in London or in New York is as vitally interested 
m the same problem. All willingly and cheerfully learn from one another, 
Whether the new knowledge is obtained under the red banner of the hammer 
and sickle, the swastika, or the Stars and Stripes. 
The case of the psychoanalyst is both different and more difficult. It is 
true, of course, that the laws of human psychology are the same wherever 
uman individuals function as human beings. But how different indeed 
are the psychological tradition and the affective proclivities of Schiller and 
alph Waldo Emerson—of Pascal and William James and Whitehead—of 
Uther and Zwingli and Theodore Parker and even Ames Fisher—of Rainer 
aria Rilke and Walt Whitman! There is a profound difference in the 
allective currents streaming from the cultural traditions of the Thirty 
cars? War or the Napoleonic era and those coming from the civil war in | 
ansas or the troubled muddy waters of the Ohio River over which floated 
Ne artillery boats of Ulysses Grant. All these differences and the cross 
a counter-currents of psychological languages and affective imagery 
annot be forcibly ingested and assimilated in a single decade. In times of 
aa of serene and leisurely studies, we were able to get together and get 
“quainted in Innsbruck, Oxford, and Lucerne and learn and comprehend 
and assimilate. In times of turmoil, history and its affective clashes are not 
conducive to such learning. Most psychological factors are activated to 
© utmost and only few are properly evaluated under such circumstances. 
fie © this real and harsh difficulty is added another one, much less eee 
ike Perhaps but Mhuch more potent and crucial. We Lange ote 
As in an ‘&tmosphere of individual therapy. In times 0 pate 
Vidual seems to lose his immediate, direct psychosocial value; problems 
ou Steater magnitude impose themselves on men. No longer can we take 
Sı * time and plod and prod as we have done before; life makes such unrea- 
able demands on us, as it always does, that we are tempted and urged to 


me ‘ 7 

Psych gs promptly, with dispatch and unfailing piacia A bee, 
PPoanalysts j + do it, It is not our metier, it 1s not our Wily, 

soe Sona unreasonable demands of the 


Consequent ither bow to the 
Soa laa or confess that we cannot yet 


°rical crisis and gi ience 
ve up our own scien s 
© What is daman a of us. Few of us would dare to admit the latter, 


hist, 
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therefore many will and must succumb to a variety of expediencies. We 
thus enter a field of compromises and passionate rationalizations of these 
compromises. 

A cultural crisis, particularly a crisis of world magnitude, brings into play 
large masses of people. Each member of a large mass of people is both an 
individual and a nonindividual, a particle of a mass subject to many psy- 
chological laws different from those under which he primarily functions 
when alone, at home. The surgeon has no need of making such a differen- 
tiation. When he has three gall bladders to take out, he takes out three 
individual gall bladders; when he has five thousand gall bladders to remove, 
he will get together with a group of other surgeons and they will take out 
altogether five thousand individual gall bladders. The same may be sal 
of five or five thousand cases of malaria, five or five thousand cases 0 
typhus. If the physician-in-chief cannot see each individual case himself, 
his assistants will, the pharmacist’s mate will, the nurse will. The indi- 
vidual is never lost sight of, and medical authority can be delegated in an 
emergency. F 

The psychoanalyst cannot delegate his authority, nor can he make & brief 
note on a chart and be confident that the colleague who will replace him 
tomorrow can start from where he left off. Psychoanalysis is more indivi¢- 
ualistic than any other branch of medicine, and when a great historical €r ibig 
overwhelms the analyst and throws upon him the burden of masses whic 
in themselves are disindividualized wholes, he must cease functioning 25 ? 
psychoanalyst. But dare we admit this fact to ourselves and to others? 
We are prone to use our terminology more than our knowledge of man, an 
are tempted to create an extra individual psychology that will apply tg 
everyone in general and to no one in particular. Such a psychology 8 
bound to be an artifice and an abstraction—perhaps full of civic fervor bu 
also devoid of that clinical substance on which psychoanalysis is based, 
All this is bound to produce a very critical situation, and it does. We ip 
ourselves in need of becoming practical sociologists, philosophers, an 
ethnologists, and we are none of these things—yet. We&re not yet any E J 
these things because the point of development which ps “choanaly® 
reached about one decade ago was a point barely touching on these fields f 
human endeavor. Yet historical events have suddenly issued a dema” A 
that we be specialists in these fields. Psychoanalytic sociology, psy s 
analytic ethnology, psychoanalytic politics, civics or philosophy are matte 
of future growth, of distant future growth. This we apparently failed a 
realize in <ime, and in a state of cultural, civic frustration we became pre D- 
to evolve theoretical constructions which would enable us to pay t»e ye 
som which the historical crisis demands from us with the persistence voll 
sadism of a blackmailer. One cannot and should not consider one S 2 
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bankrupt merely because one is unable to pay ransom, and, unlike a human 
captive, a science cannot be killed when it refuses to pay ransom. It is 
frequently badly injured when it does attempt to force itself to make such 
payments. 

I therefore view the present crisis in psychoanalysis neither as a bank- 
ruptey nor as a sign of the weakness of that which we inherited from Freud, 
but merely as an expression of those rather fallacious but inevitable at- 
tempts to pay the ransom which our times seem to demand from us. 

The various conflicting trends with which we are so familiar need not be 
dwelt upon in detail. Whether they stress the purely cultural, purely 
Ontogenetic, purely physiological, purely reflexological, or purely current 
factors of human psychology, or whether they elaborate on the points on 
Which Freud was allegedly or actually wrong—matters little. They are 
various facets of the cultural crisis in which we are all engulfed. 

This does not mean that I would urge upon psychoanalysis the principle 
of static and uncritical orthodoxy. Just the contrary. Freud did not 
Say the last word; he could not have and no one can or ever will, for no 
Science has ever said the last word. But no science has ever survived or 
Preserved its productivity if its postulates were rejected. This is true of 
Seometry or physics as much as of psychoanalysis. The greatest discov- 
ries or revolutions in geometry or physics never overthrew their fundamen- 
tal postulates. Psychoanalysis rests on individualism, empiricism, and the 
inductive method. Much in the libido theory will be revised, but its 
fundamental postulates will remain. It cannot be substituted by deductive 
Constiuctions of disindividualized sociologies, or psychophysiologies. y 

I do not view the sporadic trend to revise Freud in order to adapt him 


to the unreasonable demands of our cultural crisis as a creative or construc- 


tive trend. Ih is view not because 
3 . old this view not bec: ures: : 
and revision, but because this trend today seems primarily based on what 


®Ppears to be a concerted effort to reject Freud. This oe 
‘on should in jfself appear suspicious to a psychoanalyst. wonder 
Whether this very tendency is also a mark of our times. A great dealcan 
as about this that would be cogent and fascinating to explore, but I 


Shall limi 7 
t myself to one allusion. q 

or nearly fifty years Freud was our teacher and master. Fora period 
natmosphere of peace and hope 


Ol try, Š acher in ai 
angle hs eee tality of his discoveries made us as 


d 5 : vii 
n ri ira Ee Sune wounds pin te last mes 
icted and left open, infected, unhealing, and ease A ae were i 
“otbed in this new chee. of the human mind to the neglect o. many vi a 
ipcial and cultural interests. All the while a storm was gathering, an 


then it broke, and there we stood in the midst of a voleanic eruption, totally 
A 


Freud requires no reexamination 
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unprepared. Psychoanalysis either had not yet reached the point of deal- 
ing with these problems or in general did not intend to deal with them any 
more than does surgery. Only the future will tell what actual rôle psycho- 
analysis is to play in solving these difficulties. The fact remains, however, 
that our absorption in psychoanalysis was nearly complete and psycho- 
analysis, Freud, did not prepare us to meet the revolutionary eruptions of 
which we are now victims and in which we are now participants. I wonder 
how much disappointment-and resentment there must have arisen in us, 
iorwe paid a high price in libidinous expenditures to be a, part of and workers 
in psychoanalysis, and we found that even Freud and this, our ichiga. 
sis, have not solved the very crying problems which began to rain i 
with all their sadistic harshness and relentless immediacy. 1 is oft 
whether the accent on the rejection of the fundamental postulates 0 Ra 
choanalysis or on their substitution by sociological and TOR test 
speculations is not but an ephemeral although a regrettable form of A We 
against our impotence before the world tragedy which is around us oat 
certainly might legitimately suspect that sons and daughters do rise agal a 

their father when they find themselves disappointed in that omnipoten 
with which they themselves endowed him in their youthful faith and frailty. 
I fail, therefore, to be seriously concerned, although I do feel grieved, by 
the varieties of deflecting trends in psychoanalysis, or rather, in some bas 

choanalysts. For this rebellion against and “murder” of the father is # 
ineffective in science as the fantasy that causes it is unrealistic. If "A 
when the world storm quiets down and the individual and his valne an 

restored, the stability of psychoanalysis is bound to be accomplisheá, sine 


ai, 
its only source is the living individual and not disindividualized, deduct! 
methods of thought. 


PRESEN’ NDS 
: ENT TRENDS IN PSYCHOANALYTIC THEORY 
AND PRACTICE* 


By ROBERT WAELDER, Pu.D. (Philadelphia) 


The vari 
over Ocal rsh schools of thought and of unsettled controversies, even 
tions in the nat alan, which exists in psychoanalysis—unlike the condi- 
Entes eran na sciences but similar to those prevailing in the social 
na a ele largely due to two factors: Psychoanalysis does not 
tl plot ope Rey a e nga 
afia ee springs” (Byron). { aa a beg usilike oon. pops of 
4 natural sciences, experimental control in psychoanalysis is very 


a niga and is outright impossible for the interpretation of the 
ase. $ 
ay mit deviations from th 
espe | and Alfred Adler. Jung attempted to 
ive une “i those of a more advanced age, in terms of reg 
Of the ç Pranon men shrink back from their tasks of life, and the symbols 
ollective unconscious, their racial heritage, emerge. Adler explained 


eurosi 5 
S and character patterns as devices in the struggle for existence, 1e., 


S we may ; 
may say today, in terms of the ego-mechanisms of dealing with exter- 


nal 
ara - Thus both Jung and Adler did away with the sexual aspect of 
OWaver nd put less emphasis on the individual’s past than did Freud. 
Oncept 5 “oi of them introduced an entirely new idea; each selected one 
Preud’s and made it the corner stone of his “new” theory. A 


Collect; 
ctive . Page’ 
unconscious was assumed in psychoanalysis in the concept of 


8ymb zi 
v mbolism: 
life a lism; dream elements, for the understanding of which the dreamer’s 


nd associati : 
Ssociations furnished no clue, were considered to be symbols, com- 


on t i . . 
Past, © mankind, or to the race—residuals of experiences of a prehistoric 
in the 


Tvice > a similar way, the intentional aspect of neurotic symptoms 1 
eseribed eg0-pur'poses was known to psychoanalysis before Adler. Freud 
it at some length in the case history of Dora. Incidentally, this 


Cent vw. ‘ : 
Pre, Dt Was not even original with Freud but was widely accepted in pre- 


ee thinking, : 
Contrap? System was then inaugurated by Otto Rank. Rank, too, con- 
à ade it the n one motif of psychoanalysis, the concept of transference, and 
vas nolo. basis of a new theory and technique. Treatment, with him, 
3 traj „nger meant to make conscious the unconscious; it was merely to be 

ould learn relationship. with 


Ming j : 

* Re & in relationship. The patient S 

¢ ad aS 3 
an Payoh Part of a symposium on this subject at the Detroit meeting of the Ameri- 


cho f 
analytic Association, May, 1943. 
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another person and in this way discover his own “self” in its uniqueness. 
Even this therapeutic application—transference as a school of relationship 
—was not an entirely new concept; but that which, in psychoanalysis, was 
a mere accessory, became for Rank the Alpha and Omega of treatment.* ; 

In order to appreciate the trends of the last 20 years in psychoanalytic 
theory and practice it may not be superfluous to recall the state of knowl- 
edge that prevailed among psychoanalysts in the early nineteen-twentics. 
Most analysts at that time had assimilated the concepts of the Oedipus 
Complex and the pregenital stages of the libido, the concepts of fixation and 
regression, and those of resistance and transference. Fundamental as these 
concepts were, and I suggest still are, they did not always seem sufficient 
for the understanding of the problems of neuroses or for their successful 
treatment. Guided by these ideas alone, analysts were sometimes incline 
to make “short-circuit interpretations”, i.e. to jump directly from the sur- 
face phenomena to deep interpretations in terms of unconscious drives oF 
of an infantile situation. } 

Dissatisfaction with this state of knowledge and therapeutic frustration 
were the driving forces that led psychoanalysts to search for new answers: 
They searched mainly in three directions, and with time three schools of 
thought became more and more discernible. I shall discuss each of these 
briefly. 

1) Some analysts thought that in order to get more complete insight and 
better therapeutic results one had only to penetrate deeper along the 104! 
into the unconscious and into the past. There was a kind of tacit assump” 
tion that the more remote from consciousness an impulse was, an th 
garker an event or a phantasy had occurred, the greater was its pathogenetit 
value. e 
The guide along this road was Karl Abraham. His theory of the “partial 
objects”, his attempts at subdividing the oral and anal stages and at ding 
the precise fixation points for every mental disorder were examples of a ye 
cautious application of the idea. Others—mostly analysts trained oT m 
fluenced by Abraham—went farther. The most elaborate product of the 
line of approach is probably to be found in the writings of the Britis 
“school” of psychoanalysis as represented by Melanie Klein, Finest J one 
and others. These authors speak of an exuberant oral sadism in the 0° 
few months of life, and of an early application of the mechanisms of intr } 
jection and projection which are looked upon as the basic ego mec anise 
They degeribe very early stages of projection of boundless aggression to © 
outside world, comparable to paranoiac conditions, and of introjection g] 
fantastically evil objects, comparable to melancholic depressions. ee 
disorders appear as the products of a fantastic struggle of g00 and apy 
internalized objects, and of their introjection and projection; and thet 

* These remarks do not apply to Rank’s latest ideas which seem to differ too wide” 
from psychoanalytic concepts to be dealt with in this paper. 
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consi; g soj A : apf ye 
object ( o bo oe of a vicious circle through the introjection of a good 
_ From this point of view, Freudian interpretations in terms of th 
a conflicts of later childhood, such as, for example, castration Taror 
To T envy, appear not as entirely wrong, but as superficial, not penetrating 
F ag powerful fantasies of a deeper unconscious. 
Pe had suggested that an adult neurosis was built over the scars of a 
Bui lhood neurosis, mainly of the years from 3 to 6; we may say that the 
ritish school suggests that such childhood neurosis was yet built over a 
Pr e-historic”, quasi-psychotic condition of the first year of life. 
a pad different from this approach, another school of psychiatric 
it ught is inclined to believe that psychoanalysis has devoted too much 
ier to the unconscious fantasies and to childhood while not studying 
then ully enough the patients’ current lives, their rivalries, their insecurity, 
ie ar cultural restrictions. This school of thought, of which Karen Horney 
ed representative, views man as living in an intensely hostile world, im- 
“a ra or even disarmed in his self-defense by his own craving for dependence, 
ia developing neurotic symptoms as & means of protection. As was the 
T with Adler, the interest of this school of thought is mainly devoted to 
thi methods utilized by the ego to deal with external challenges. However, 
é is second attempt at explaining neurosis exclusively through ego-psy- 
ology has assimilated much more psychoanalytic data than did the first 
One of Adler. 

3) A third line of approach may be called more 
Ses authors point out that psychoanalysts, for a long time occupied with 
Ei task of describing the newly discovered instinctual phenomena, worked 

a only a few conceptions about the ego (among them, e-8., repression). 

ey believe that the psychology of the instinctual drives has to be supple- 
mented by a psychology of the ego, ie. of the integrative function. But 
s insofar as they propose to study the ego 
not merely in its relation to the outer world but equally in its relation to the 
nd to study in particular the interrelation 
tive efforts. Their favorite subject is 
of dealing with external stimuli (in- 
mal stimuli (instinctual drives, 


specifically Freudian. 


anxieties, guilt feelings). 

i i ach is Anna Freud who, in her 
5 he proposition that man uses 
th objects, in dealing with anxieties, and in 


Similar techniques in dealing wi ealing anc 
and that every individual has but a limited , 


-psychology is not meant 
tinctual drives, nor to make deeper 


exconscious strata, the sexu! 
s important. Rather it aims at 
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© 


with psychoanalytic reconstructions made in the early phases of the history 
of psychoanalysis as highly documented historical investigations compare 
with a brilliant vision of the past. The ultimate technical ideal of this 
ego-psychology is to actually transform the neurosis into its earlier stages, 
and finally into the precipitating conflicts—to roll the process of neurosis 
back along the road of its development. 


Let us now try to survey the various schools of thought in a more system- 
atic way. The controversies in psychoanalysis seem to be centered around 
a few dichotomies: 1) conscious vs. unconscious; 2) biological vs. sociologi- 
cal; 3) current vs. past; 4) sexual impulses vs. non-sexual impulses (i.e. self- 
preservation and aggression). 

The Freudian position as regards these dichotomies is somewhat as 
follows: 

The neurotic conflict is considered to be at least partly unconscious, both 
descriptively and dynamically. The contents of the unconscious at 
thought to be’similar to conscious contents; they have at times been, or may 
occasionally still be, conscious. 


The question as to the degree to which phenomena vary with cultural , 


conditions is open to research and I know of no preference, in Freudian 
thought, for one or the other possibility—unless it be the insistence that 
culture itself is liable to analysis in terms of human psychology and externa 
nature. 

As to the third dichotomy, Freud considered current pressures and infan- 
tile carry-overs as forming a supplementary series. Among the various 
ways in which the past reaches out into the present, special importante 18 
attributed to the persistence of unsettled problems of the past, especially 
those of childhood. The unsettled problems of our childhood have sensi 
tized the individual, as it were, for later stimuli of a similar nature just ae 
photographie film, which has been sensitized by previous exposure, has it 
threshold for later exposures lowered. a 

While thus appreciating the pathogenic importance of infantile expe” 
ence, the Freudian school does not hold that an experience is the ma 
significant: the younger the individual is. Rather the individual 18 ooa 
sidered to be most vulnerable in those especial periods of life in which the 
is the greatest discrepancy between the severity of the problems prese 
and his ability to meet them, i.e. in childhood in the time of the full P 
of infantile sexuality (from about 3 to 6), again in adolescence, and fina 
in the years around the climacteric. n er? 

Finally, in the Freudian line of thought it is held that a conflict ah a 
sexual drive is involved in every disorder even though other conflicts saba 
participate. But it is the interference of the sexual element which a8 The 
sidered to be most responsible for making the conflict pathological. 


nte! 
yime 
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ca thi 
plea — recurrence of the sexual motives in maladjustments 
Rid ceucensty m the rebellious nature of the sexual drives. Self-assertive 
= tne e pps seem to be more apt to adjust themselves to ad- 
Ges eax a while sexual drives tend to recur and only rarely resign. 
erate ae "y to allocate within this frame of reference the places of the 
Aa ei schools. The British school emphasizes the importance of 
Eoi mri oy is conceived as being much more remote from conscious- 
devuted to a c een from it in its contents. Almost exclusive interest is 
B Sroschon 1 od historic past, in particular to the first two years of life. 
Bodied i a the brunt of responsibility for disease and sex has been 
Cie :: ARE the desire for the incorporation of good objects. 
thing aaah S,” for example Horney, seem by unconscious to mean some- 
conception nearer to consciousness than the unconscious of the Freudian 
and hostili s; explanations are sought to a large extent in current problems, 
ility and dependence rather than sex appear as the troublemakers. 


teren :. å A cs £ 
czi, in his later ideas, agreed with most of the Freudian concepts, but 


e beliey See 
ieved again in the sexual trauma as the basis of neurosis and thus put 
abided by the idea of the 


m 
eee on a later childhood period. - Hea 
adult sna of neurosis but he considered it as introduced by the selfish 
ualize” cer rather than as being genuine in childhood. His ideas “desex- 
only a et ps ysi to some extent by assuming that the child desires 
sexualit exual tenderness and that the sensual component of infantile 
i an artefact, introduced by the adult. 
e ONTE theories which time does not permi 
a mainly by a specific distribution 0 
ioned dichotomies. 


t me to discuss seem to 
f emphasis within the 
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PRESENT TRENDS IN PSYCHOANALYTIC THEORY 
AND PRACTICE* 


By KARL A. MENNINGER, M.D. 


This symposium provides the opportunity for some of us to formulate 
what seems most significant to use in the present-day trends in psychoanaly- 
sis. I am, therefore, offering my reflections upon this topic in lieu of a 
presidential address. 

In the work of every scientist there are to be found two opposed and 
at the same time interactive principles. In common speech these are 
described as theory and practice. In traditional philosophy they are know? 
as the principles of induction and deduction. On the one hand, there 15 
the necessity of drawing conclusions from certain observed, collected and 
organized facts. On the other hand, there is not only the possibility 
but the necessity of constructing theories that go beyond these facts an 
guide us in the seeking for more facts. . 

Now it would seem perfectly obvious that both inductive and deductive 
logic must be used in the obtaining of any new truth from the mysterious 
storehouse of nature. Facts have to be observed, to be sure, but explana- 
tions must be hazarded which certainly will not be entirely correct but whic 
will lead to further investigations which in turn lead to modifications © 
the explanations. 

Nevertheless, although inductive and deductive thinking can be and 
must be combined, it is a curious observation that for one reason aP 
another, perhaps sometimes temperamental, sometimes opportunistl®» 
sometimes even perhaps neurotic, scientists tend to become predominant 
inductive or predominantly deductive in their research techniques and t0 
defend their lopsidedness by a psychoanalytic mechanism known 48 pro- 
jection. The inductivists, for example, shake their heads sadly at t p 
“metaphysical nonsense,” the “mythologies,” the “philosophical vagaries 
of the deductivists, and the deductivists shrug their shoulders at 3 
tubular vision and obsessive pettiness of the fanatical empiricists OY a 
ductivists. 

Freud’s*early work was predominantly inductive; his later work 
dominantly deductive. Therefore, he is acclaimed by some for his ¢ 
work, by others for his later work. On the one hand, he is describe 
as the greatest empiricist in the field of psychology; on the other bat A 
it is declared to be to his abiding credit “that he was the first to help ft i 
medicine from the binding fetters of inductive science which since the ¢. 
mer!” 


pre- 
rliet 


* Read ¢3 part of a symposium on this subject at the Detroit meeting of the A 
can Psychoanalytic Association, May, 1943. 
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ck Francis Bacon confined its operations within the limits of naive material- 
ism. ... Freud actually occupies a position of defense as it were against 
empiricism which dominated the official science of his day.’* 

i Tt does not seem to me to be necessary to align oneself either on the 
side of deductivism or on the side of empiricism. We need facts and we 
peed theories. It may sound very scientific to deplore theoretical con- 
clusions and to urge the collection of more facts but such advices are little 
more than trite and pretentious cliches; no good scientist can possibly 
avoid collecting facts any more than he can avoid formulating theories, 
et to argue that one is more important than another is as academic and 
| We eels as to argue that the key is more important than the lock or 

ice versa. For some of us the collection and the correlation of facts will 
© easier or more intefesting than the application of theories to these and 
z Yet undiscovered facts. For others of us whose daily life is a continuous 
ound of collecting facts, the greater pleasure lies in the organization 
of these facts in certain frames of reference. Call them theoretical specula- 
ee you like; call them hypotheses; call them anything but give them 

T due. 

T a the most inspiring contributio. 
its oe of the instinct theory. 
eh, e and far reaching implications: 
cept of disease; it indicates new 


the ie a practical axiom of one of my psy? 
cient darit veia TEETE Eee 5 

ity, directness and pe , ) he ero 

ae pande d to follow and the meee to disappear. This was He ne 

P ication of the dual instinct theory made before Freud ha A e i 

u i Organized his ideas about it (or at least before they S poer 

`, Freud had no time, as he himself said, in which to exten ae 

di e practical applications of psychiatric diagnosis, S psye ee a 

of iia and treatment, of medical-and psychiatric nosology, A ae 

© other things which now seem to offer such fruitful fields. #or 


ae at our hospital we have attempted to use the implications a ae 

and act theory in the milieu treatment of psychiatric arene a ieee 

siden, Idren, with results that have been sufficiently gra hs ae 

: . © number of instances to encourage US to continue it. sie aed 
ch sublimations may be encourage essions dissem 


Sufi 


d and aggr 


* Q 
i 2 
aldston, Iago: The Metaphysical Basis of Psychoanalysis. : 
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through harmless or even constructive channels taxes the ingenuity of the 
psychiatrist far beyond the use of shock treatment and restraint straps, 
but it is correspondingly more in keeping with our scientific ideals, and, 
in the opinion of some of us, more gratifying in its therapeutic efficacy: 
My old professor, Ernest Southard, shortly before his death twenty- 
five years ago, wrote to a good friend and later biographer of his— t, 


“Perhaps it is in definition that I am most interested. Perhaps I believe 
that the world can get forward most by a clearer and clearer definition © 
fundamentals. Accordingly, I propose to stick to tasks of nomenclature 
and terminology, unpopular and ridiculous though they may be. 
psychiatric dictionary (to include definitions of every near-lying psycholog 
ical and philosophical term also) would do more to push mental hygiene © 
than any other single thing I can think of.” 


I am still under the inspiration of my old chief, and I am now very much 
impelled in the direction of working at the revision of our psychiatric an 
psychoanalytic nosologies. It seems to me it is time that we should have 
the courage of our convictions and discard old-fashioned, outworn diag- 
nostic categories in favor of concepts which are more dynamic and more 
in keeping with our psychoanalytic knowledge and our psychoanalyt? 
theories, and more closely related to the object of all diagnosis, n2™m® 
treatment. This would be a contribution to psychiatry which, m e 
opinion, would be no less fundamental and no less practical than pe 
contributions we can make to assisting in the facilitation of non-PSY' ar 
analytic psychotherapy and other recent trends. Similarly it would b 
a contribution to psychosomatic medicine which, while less dramatic the 
the dispelling of symptoms and the curing of individual cases by ear 
taking techniques of various kinds, would tend to align us more usefully 
with the medical profession generally, and to correlate our vision an 
experience with theirs. ical 
In addition to classification, I am greatly interested in the philosoph?“ 1 
implications of the instinct theory. The need of pszchiatric coor 
in the planning for a post-war world is one which throws a responsibility ot: 
psychiatrists and psychoanalysts whether they choose to accept it OF a 
I have tried to speak for all of us in my book Love Against Hate; perhap’ t 
was preeumptuous. But I believe we psychiatrists should come ir 


to use pleasure frankly as a test of value.” With her, too, 
that “we need no further argument in favor of taking pleasure a5 & i 
ard wheii we consider the only alternative that faces us. If we 
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live for pleasure we shall soon find ourselves living for pain. If we do 
not regard as sacred our own joys and the joys of others, we open the 
door and let into life the ugliest attribute of the human race, which is 
cruelty . . . the root of all other vices.” 

This I think is a message which we, as psychiatrists and as psycho- 
analysts, can and should give to the world. Important as it is for us to 
Offer the succor of our specialized techniques to the suffering individuals 
that file through our consultation rooms, it is infinitely more important 
to offer what we can to those far more numerous sufferers who are either 
not sick enough or not fortunate enough to be able to consult us. To these 
We owe it and also to those who cannot consult us because they are too 
Young or perhaps not yet even born. For them the implications of psy- 
choanalytic theory are more important than the techniques of psycho- 
analytic practice. Ultimately, education is more important than therapy, 
hot only because it can be applied to more people, but because n effect it 
'8 prophylactic, The time will come when the study of the child and of 
the threats to his development will be recognized, not as a pretty little 
hobby for a few earnest missionaries and weary pedants but as a task 
equal in importance to the directing of a railroad or the compounding of new 
Poisonous gases. If we psychoanalysts, who daily have the evidence 

efore us, do not see this and believe it, how can we expect others to do so? 


THE SIGNIFICANCE OF A MISSED DIAGNOSIS 
By RICHARD STERBA, M.D. (Detroit) 


The following segment of an analytic case history seemed worthwhile 
reporting because of its professional interest. The deepest motives of the 
patient’s symptoms were not recognized until long after they had diš- 
appeared. The patient, a physician, had developed such a personal interest 
in psychoanalysis and had so recognized the importance of further analysis 
for the understanding of his own patients and for the development of his 
personality that he continued his analysis to the end, although the symptom 
which had forced him into analysis had practically disappeared during the 
first year of treatment. He stayed in analysis for two years more. Only 
at the very end of his third year of analytic treatment was much of the 
material connected with the formation of his symptom brought to con- 
sciousness. 

The patient came to analysis because he had recently suffered from 
anxieties which disturbed him to such an extent that he could hardly cat’Y 
on his practice. Any of the more difficult problems with his patients, any 
complicated diagnosis, minor operations and particularly an obstetrical case. 
threw him into a panic. He had to seek the mental help of physicia? 
friends, avoided patients with whom he expected difficult problems and thus 
saw his practice shrinking. This condition had lasted for half a year when 
someone advised him to undergo an analysis. Pil 

The incident leading to the outbreak of the neurosis was a profession? 
negligence of which he had been guilty. He had been called to see & chi k 
who had a high temperature. He examined the boy, but neglected to Joo 4 
at his ears. He could find no cause for the child’s condition, made & diag 
nosis of influenza without symptoms and medicated him accordingly- d 
following day the mother called up the physician and told him that she n f 
gone to an ear specialist because the child had complained of pains 10 ; d 
ear. The specialist had found an acute infection of the middle ear and F 
punctured the ear-drum. Quantities of pus had come out of the ear, 
child was, relieved of the pain and the fever fell soon after. The mo 
sounded reproachful and did not ask the doctor to come again. He kne 


ther 


e 
that he had lost the family as patients. He felt extremely guilty, reproach to 
himself bitterly for his negligence, called himself a poor doctor, expect? 
lose all his patients and from then on developed increasing anxiety- , ps 


: : n 
It was easy to recognize from the analytic material that the Pat?" js 
y F p! 


anxiety arose mainly from the unconscious part of his relationship 
; m ? 


SUIT i ; i 
oundings have been incorporated into t 
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father oni ‘ ; ; 
ee i arse beg mai bml slip. But the analytic discovery 
E OAN : p met with great resistance. We are used to meeting re- 
diildhocd = y e try to undo the repression which has taken place in early 
Bee as ; s repression was established for good reasons. These 
adife eof an emotional kind and consist in painful experiences, anxieties 
a of ; guilt and shame which the child goes through while growing 
Phen = ul experiences are, after all, the same means that we use in 
Ha E when we try to make our children give up undesirable activities 
ful a en Originally caused by the parental authorities, these pain- 
are soon produced automatically when the moral demands of the 
: he mind through the process of 
Te a and they continue the educator’s el one child. 
Pin npleasant memories and feelings are re-awakened in psychoanalysis 
bas. = try to bring back to consciousness the unwanted desires which 
P een checked by them. They cause resis 
P uncovering therapeutic work during analysis. 
aio intense strivings of childhood are the desires of the Oedipus 
eA ee cage of sexual yearnings for the parent of the opposite sex 
els wre destructive wishes against the parent of the same sex. In the 
with hi ild these are repressed mainly through anxieties which are connected 
Stas S po 3 organ. The Oedipus tendencies find their physical expres- 
tibat infantile masturbation. When the parents find out about this mas- 
iv on they are very much concerned about it and try to make the boy 
up as quickly as possible. The means they use for this purpose is the 
suck i s uttered against the little boy’s penis, 
as that they will cut it off or that it will rot away if he continues to 


Ma; 2 
Masturbate. The little boy estimates his organ very highly on account of 
as we adults value our eyes, and 


this castration anxiety to give 

Castration anxiety is one of 
rosis of the male individual. 
d by traumatic experiences during the 
accidents, or observations of 


tances against the progress 


Cie ae important pathogenic fact 

edipu en psfèhologically enforce ; 

crue] s Phase, as, for example, operations, 
and destructive acts. 

f the resistance in our physi- 


ce anxiety was the main source 0: i l 
8 analysis. It could be recognized in the intensity with which he 


wE 
eae the issue that hostility against his father was one of the most im- 
n Seay motives of his neurosis. This castration anxiety centered around 
ee which had occurred when he was five years old. He had been 
on the head by his father’s horse and had been knocked unconscious. 
Re the other hand, guilt feelings also contributed much to this resistance. 
ather had been an extremely kind man who had always worked very 
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hard in order to provide for his family, which consisted of his wife and seven 
children. The patient was the second child, with a sister several years his 
senior. All his memories of his father were of a pleasant kind; the father 
had twice almost sacrificed his own life in order to save the son when he was 
in mortal danger. One incident he remembered very clearly. At the age 
of three he was in his father’s carriage when the horses ran away. The 
father was almost run over by the horses when he threw himself in their 
path in order to stop them and to save hisson. For a long time no intaia 
nism against the father could be discovered because his guilt feelings 20 
anxiety prevented this. The father had died of a cerebral hemorrhage 
some time before the outbreak of the neurosis. 

It required extreme patience on the part of both analyst and patient to 

-allow the hate of the father to come to full expression in the analysis: *" 

was possible to recognize this hate or, rather, to infer it indirectly from the 
material which he related after half a year’s analysis. At the begining.0 
the neurosis he had developed extreme hatred against one of his colleagues, 
who had the same first name as the son of his older sister. For some pe 
the hatred seemed merely to be caused by jealousy of his sister’s child, bu 
gradually it was seen that this hostility was an expression of his unconscious 
hatred of his father. The jealousy flared up particularly when he discov- 
ered that the other physician had an obstetrical case. It could easily b? 
inferred that the jealousy was in reference to his own mother’s ohildre™ 
begotten by the father. But only toward the end of the second year of B 
analysis was he able to express a more open aggression against this fath 
substitute. He once met this colleague in the hospital, where the Inthe 
had just delivered a woman of a baby. He could hardly refrain from be 
Pressing his rage that “the son of a bitch” should have another obstetric® 
case. But he had to counteract immediately his own outbreak of 128 
against the father substitute: he dreamed the following night that he shoo 
hands with his father; this was the first time that his father apparti 
undisguised in a dream. About this time the patient dreamed of gure 
dead Rhénian rabbits in an alley”, thus expressing his deat wishes agai” 5 
his younger siblings. His family came to this country from a little a 
on the Rhone river in France. He was unable to display any further oF 
hostility toward his father for several months. in- 

The dreim about shaking hands with the father occurred at the bee y 
ning of the third year of the analysis. It demonstrated the ane 
difficulties in bringing out his hatred of his father. Even when this ee a 
was directed against a substitute figure he was obliged to atone for En y 
dream in which he expressed friendliness toward his father. Final T 
dream occurred which showed his resentment against his father, altho 
still in an indirect fashion. He dreamed “that he was pushing & boa 
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two women in it upstream, so that they should glide away and land at a safe 
place.” The analysis showed that this dream referred to his very early 
childhood. The father had come to this country when the patient was only 
six months old. His mother had remained behind with the children in 
Europe until the father had made enough money for his wife and children 
to come to America. The patient was two and a half years old when the 
family joined the father and the little boy resented very much the father’s 
intrusion into his love relationships with his mother and sister. The dream 
shows his tendency to save the women from the father: he pushes the boat 
to a safe place and at the same time back against the current of time. 
The final revelation of his patricidal tendencies was brought out only at 
the very end of his analysis when the patient had decided to apply for a 
commission in the army. Shortly before he left for the army he dreamed 
that he “thrust a bayonet repeatedly through a wooden door which was 
Stuck full of rifle shells.” The assumption was that there were soldiers tied 
on the inside of the door. When the door was opened he saw that he had 
killed an old man who lay in a pool of his own blood. The analysis showed 
by the associations to the dream that it referred to nightly observations 
Which he made after he and his mother and sister had come to this country 
and joined the father. Since he had lived in poor conditions he had slept 
With his parents until he was six years old and had every opportunity to 
observe parental intercourse. He also observed his mother’s menstruation 
and her pregnancies. He understood the parental intercourse as nightly 
attacks on the part of the father against the mother. He thought that the 
father injured the mother as well as the children in her abdomen through 
intercourse (the bloody bayonet, the soldiers tied to the inside of the door); 
© reacted with violent hatred against the father, which was early repressed 
through guilt and anxiety. The numerous observations of parental inter- 
Course are represented in the dream by the numerous rifle shells in the door. 
e dream shows his reaction of hatred to the nightly observations. In 
this dream he reversed the father’s position in order to take revenge es ee 
e dream demonstrates this clearly: the children are not injured insi an 
Mother by the father’s penis, but the father is placed in the position z E 
children inside the door. The door can be recognized as a symbol of the 
mother’s genital entrance; thus he kills his father with his bayonet; A e: 
Same time he achieves illusory intercourse with his mother. His om z 
injury is linked up with the same fantasy. Tt may be remembered that his 
ather died of a “brain stroke,” and that this fact gave the patient D oppor- 
Unity to produce unconscious fantasies of revenge for his own head injury 


88 a child : A , 
, through his father’s horse. R i 

some additional material was furnished by a short outbreak of anxiety 
hich the patient developed the day afte m, when he had to punc- 
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ture a child’s ear-drum for otitis media. His hand shook so much from ex- 
citement that he could hardly hold and guide the lancet. But he accom- 
plished the little operation successfully and felt relief immediately after- 
wards. In the following analytic hour when he reported this incident he 
recalled that as a child he had heard that his father was born with a veil, 
that is, with the amniotic membrane adhering to his head. It was then 
clear that piercing the membrane of the ear with the lancet represented 
for him an attack on the father’s veil, and that his anxiety related to a feat- 
wish of injuring the father’s head behind the membrane. This injury woul 
have been done in revenge for what he imagined his father had done to the 
children in the mother’s womb behind their amniotic membranes, a revenge 
which is so well demonstrated in the dream where he thrusts the bayonet 
through the door and kills his father. i 

The patient’s anxiety hysteria had become manifest when he neglected 
to examine a child’s ear shortly after his father’s death. He actually ha 
suspected that the child had otitis media, but repressed his suspicion i” 
order not to be forced to have to puncture the child’s ear-drum. The re- 
pression was incomplete, however, and did not serve to conceal the anxiety 
connected with the deeper meaning of the parcentesis. The real reasons 
for this anxiety were only fully understood at the end of an analysis which; 
of course, was directed not to the theoretical elucidation of this point but to 
the resolution of the unstable emotional constellations of the patient whic 
made him subject to such episodes of apparently irrational anxiety. These, | 
as has been indicated, proved to be referable to unassimilated childhood 
situations of the usual sorts. 
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CURRICULUM ANNOUNCEMENT OF THE 
TOPEKA PSYCHOANALYTIC SOCIETY AND INSTITUTE 


the drama of current events that no one 


It is probably only because of 
he semi-centennial of the publication of 


as publicly called attention to t 


the first psychoanalytic paper. Ah 
- In our opinion it is particularly fitting at this time to remember a date 


which marks a great step in the forward march of cultural achievement. It 
sae not detract from the appreciation of the bloody efforts which are neces- 
they at present (and of supreme importance) if one stops for a moment to 
aed and to be proud of and thankful to those whose intellectual and moral 
orts made those-peaceful and permanent achievements possible. _ 
It is for this reason that the Topeka Psychoanalytic Society is trying to 
© more than remember this anniversary in word and print. In spite of 
War-time difficulties, the Topeka Psychoanalytic Society and Institute are 
Continuing to train physicians in psychoanalysis and to spread the knowl- 


5 pe of psychoanalysis. i i in i 
Ka he teaching schedule of the Topeka Psychoanalytic Institute in its 
nsas and California branches for the next two quarters (January through 


une, 1944 
) follows. Ernst Lewy, M.D., President. 


COURSES GIVEN IN TOPEKA 
Case Seminar: Clinical Conferences, Series I: Group Control. (Candidates pre- 
_Senting cases). 
a A. Mennincer, M.D. 
very Wednesday 6:30-7:30 p.m., and j 
aturday 9:30-11:00 a.m. (January 22, February 26, March 25, April 22 and 
June 24), 
33 hours. 


8S : 
ie a Freud’s Writings. 
Š RNsT Lewy, M.D. 
aturday 8:00-9:30 a.m. (January 

June 24). i 

Wednesday 9e45-10:45 p.m. (January 12, February 2, February 16, March 8, April 
5, May 10 and June 14). 

hours. 


22, February 26, March 25, April 22 and 


Didactic Case Seminar: Clinical Conferences, Series II. (Training analysts pre- 
ene cases) 
ARL A. Munnincer, M.D. 
eee P. Knicut, M.D. 
sr Lewy, M.D. a 4 
Saturday ich a.m.-12:30 p.m. (January 8, January 22, February 12, February 
26, March 11, March 25, April 8, April 22, May 6, May 20, June 10 and June 24). 
ours. 
23 
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Case Conferences: The Application of Psychoanalysis to the Study of Psychiatric 
Problems and of the Psychoses. 
Karu A. Mennincer, M.D., ann Ropert P. Kxicnr, M.D. 
1 hour semiweekly, Tuesdays and Thursdays 1:00-2:00 p.m. 
48 hours. 


Supervision of Psychoanalyses (Controls). By Appointment. 
Rosert P. Knicut, M.D. 3 
Ernst Lewy, M.D. 
Karu A. Mennincer, M.D. 


Special Lectures: 
(1) The Scientific Methodology of Psychoanalysis. (Winter Quarter) 
Davin Rapaport, Pa.D. 


Wednesdays 1:00-2:00 p.m. through February. 
5 hours. 


(2) Psychological Testing and Ego Psychology. (Spring Quarter) 
Davin Rararort, Pxa.D. 
5 hours. 


(3) Principles of Psychoanalysis. (In conjunction with the Menninger School 
of Psychiatric Nursing) 
Drs. Karu MENNINGER, ROBERT P. Kxıcur, Ernst Lewy, ELISABETH R. 
GELEERD, Merton M. GILL AND FREDERICK J. HACKER. 


1 hour weekly during March, April and May, Monday 1:00-2:00 p.m. ` 
12 hours. 


GUEST LECTURERS: 


Ernst Simmel, M.D., Los Angeles, California. 

Robert Waelder, Ph.D., Philadelphia, Pennsylvania. 
Frieda Fromm-Reichmann, M.D., Rockville, Maryland. 
Phyllis Greenacre, M.D., New York City. 

Frank Fremont-Smith, M.D., New York City. 


COURSES GIVEN IN LOS ANGELES 


Seminar: Case Histories. Seminar: Clinical Conferences. 
Orro FenicaeL, M.D. Ernst SımmEL, M.D. 
Twice monthly. Once monthly 

Seminar: Literature. Seminar: For Social Workers. 
Orro FexicaEL, M.D. Davin Brunswick, P.D. 
Once monthly. Once monthly. 


Seminar: Educational. 
Davip Brunswick, Pu.D., AND MARGARET MUNK 


= Guest LECTURERS 


Lectures for Teachers: Application of Psychoanalytic Concepts to Education. 
SIEGFRIED BERNFELD, Pu.D., anb ANNA Marncuen, Pa.D. 


e 
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COURSES GIVEN IN SAN FRANCISCO 


Seminar: Technical, Combined with Clinical Conferences. 
Srecrriep Bernretp, Pu.D. 


Seminar: Freud’s Clinical Writings. 
Bernnarp Beriiner, M.D. 


Semi A s ; r ; 
Seminar: Special Theory of Neuroses with Discussion of Cases. 
Emanven Winpnorz, M.D. 


Seminar: Selected Problems of Child Guidance. (Winter Quarier) 
Anna Marncuen, Pu.D. 


Seminar: Comparative Analysis of Play and Dream. (Spring Quarter). 


Erik H. Errkson 


k GUEST LECTURERS 


Seminar: Theory and Technique of Dream Interpretation. 
Erysr SınmeL, M.D. ' 


Seminar: Problems of Psychoanalytic Technique. 
Orro Frnicnen, M.D. 


LECTURES OPEN TO CANDIDATES 


Th Conjunction with: 
(1) Mount Zion Hospital, Psychiatrie Clinic. 
Psychoanalytic Psychiatry. 
Jacos Kasanın, M.D. 
Psychoanalytic Child Guidance. 
Erik H. ERIKSON. 


(2) University of California, Extension Division. 
Emotional Development in Childhood. 
Sizcrrimp BERNFELD, PH.D. 
(Continued through January, 1944) 


(8) University of California, Department of Social Welfare. 


Behavious, Disorders of Children. 
Anna Magncuen, Pu. D. 
(February through June, 1944) 


(4) Jewish Committee for Personal Service. 
Psychoanalysis of Initial Psychoses. 
Emanven Winpxotz, M.D. 
ss 
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ng activities in Topeka, address Dr. 


address Dr. 


ROSTER OF MEDICAL AND NURSING STAFF MEMBERS 
AND FORMER MEMBERS NOW IN MILITARY SERVICE 


lst Lt. Hanford L. Auten, Army, MC 


Army Aviation School 
Randolph Field, Texas 


2nd Lt. Martha Beavers, Army, NC 
SN-735501 

APO #645 

130th Station Hospital 

% Postmaster À 

New York, N. Y. 


2nd Lt. Adria Brown, Army, NC 
29th General Hospital 

APO #502 

% Postmaster 

San Francisco, Calif. 


1st Lt. William M. Cameron, Army, MC 


Station Hospital 
Camp Roberts, Calif. 


Capt. Carroll C. Carlson, Army, MC 
Army Air Base 


Sioux City, Iowa 


Lt. Harlan Crank, USNR, MC 
Receiving Unit Annex 

U. S. Naval Training Station 
Farragut, Idaho 


Ist Lt. Rose Desslock, Army, NC 
8th General Hospital 

APO #502, % Postmaster 

San Francisco, Calif. 


2nd Lt. Eleanor Dybdal, Army, NC 
Station Hospital, Nurses’ Quarters 
AALL.T.C, 


Sioux Falls, South Dakota 


2nd Lt. Julia E. Eby, Army, NC 
Station Hospital 
Camp McCoy, Wisconsin 


Lt. Eugene Eisner, USNR, MC 
Navy Department 
Washington, D. C. 


Miss Lucille Endres 
U8. P. H. 9, 

U. S. Marine Hospital 
Baltimore, Md. 


Mr. Byron, Evans, Army, RC 
Ventura, Calif. 
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2nd Lt. Jane B. Friedman, W.A.C., MT 


2-601717 
1878th Unit, Nurses’ Qrs. 
Camp Claiborne, La. 


Capt. Edward D. Greenwood, Army; 
Station Hospital 
Camp Carson, Colorado 


Capt. Martin Grotjahn, Army, MC 


MC 


Armed Forces Induction Board, No.7 


424 E. 4th St. 
Cincinnati, Ohio 


Capt. Bernard Kamm, Army, MC 
Finney General Hospital 
Thomasville, Georgia 


Ensign Ann Kubicz, USNR, NC 
Treasure Island 
San Francisco, Calif. 


Ensign Weston LaBarre, USNR 
% Mail & Despatch Section 
Office of Naval Intelligence 
Navy Department 

Washington, D. C. 


Ensign Garland Lewis, USNR, NC 
Naval Hospital 
Bainbridge, Maryland 


Lt. Milton Lozoff, USNR, MC 
Navy Recruiting Station 
Milwaukee, Wisconsin 


Ist Lt. Isabel Mason, Army, NC 
Evacuation Unit, Alaska 


Miss Rowena May, Army, RC 
Station Hospital o 
Camp Hulen, Texas 


2nd Lt. Hazel I. MeColl, Army, NC 
N-775072 

29th General Hospital 

APO #502 

% Postmaster 

San Francisco, Calif. 


Miss Julia Menninger, Army, RC 
Harmon General Hospital 
Longview, Texas 


Lt. Col. W. C. Menninger, AT™Y» 
0503932 

Surgeon General’s Office 
Washington, D. C. 


MC 


STAFF MEMBERS IN MILITARY SERVICE 


Lt. Dou 
Jouglass W. Orr, USNR, MC 
egiving pate Annex j 
D. Na ini i 
a T E Station 


Ma; : 
outsigg P" Pessin, Army, MC 
h General Hospital 


O 4759, % Post: 
an Francisco, Gait 


Ensign Dorothee Prentice, USNR, NC 


-S. Naval Hospi 
T ospital B #7 
Teasure Island, San Francisco, Calif. 


Ensign M. 

urges Mary E. Reed, USNR, NC 

akana cae 

Ca t. i s 

-S Raiden ems NO 
- Leonard Wood, Mo. 


2 
sonit Jean M. Richey, Army, NC 
APO vacuation Hospital 
Fi x 304, c/o P.M. 
* Sam Houston, Texas 


Majo: 

Tete, Harry N. Roback, Army, MC 
man Gen Hospi 

San Francisco, ai 3 o 


Ca 5 
O-aRy Aeris L. Robbins, Army, MC 


rew Field 
Tampa, Florida 


Ist Lt 
- Blanch v 
n77: nche Rugg, Army, NC 
APG a017, Station Hospital 
an, Francisco, Calif. 


2nd 
Apo Betty Sallee, Army, NC 
a Postma roup F 


e: Ste 2 
ttle, Washi ngton 


Ca 
npt, 
Tilton g Saxe, Army, MC 
Port pyreneral Hospital 
ong 1x, New Jersey 
L $ 
Strotits Bernice Scharmer, Army, NC 
TS Field, Kansas 4 i 


2nd Lt. Mae Schmi 

N-737570 tay Ara Re 
34th General Hospital 

APO #180 

% Postmaster 

Los Angeles, Calif. 


lst Lt. Daniel Silverman, Army, MC 
0541074 

44th Class Officers Training Battalion 
MESS, Carlisle Barracks, Penna. 


2nd Lt. Alma Smith, Army NC 
45th General Hospital 

APO #367 

% Postmaster 

New York, N. Y. 


Capt. Mark L. Stone, Army, MC 
0 1700 Z 40 

59th Station Hospital 

APO #9035 

% Postmaster 

San Francisco, Calif. 

2nd Lt. Mabel Strube, Army, NC 


AA. 
S.A.E. Bowman Field 


Louisville, Ky. 
Lt. Comdr. Charles W. Tidd, USNR, MC 
U.S.N. Mobile Hospital #6 

4, Fleet Postmaster 

‘an Francisco, Calif. 


Lt. Carl Tillman, USNR, MC 

% Dr. R. Beard 

$437 Washington St. 

San Francisco, Calif. 

2nd Lt. Alice Umland, Army, NC 
Address unknown 

2nd Lt. Frances Valentine, Army, NC 
N-760573_ 

Station Hospital Naac 

Nashville, Tenn. 

2nd Lt. Susanne Watso, Army, NC 
Bushnell General Hospital 
Brigham City, Utah , 

ist Lt. M. Olga Weiss, Army, NC 
Prisoner of War Camp 

Hearne, Texas 
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© BOOK NOTICES | 


Psychosomatic Medicine. By Epwarp Werss and O. SPURGEON ENGLISH. | 

Price $8.00. Pp. 687. Philadelphia, W. B. Saunders Co., 1943. 

Weiss and English have done an excellent job in filling a gap that has be 
yawning ever more widely in medical literature. They have furnished t 3 
general practitioner—and the specialist too—with a textbook on psycho j 
somatic medicine that is clear, readable and complete without being unduly 
technical or ponderous, The first two and the last four chapters deal w 
the general problems of psychosomatic medicine, personality developme: ic 
and psychopathology, psychotherapy, special psychiatric therapeu 
procedures, and training in psychosomatic medicine. The rest of the bona 
deals with special psychosomatic problems under the headings of 
various organ systems, metabolism, special senses and special topics suc y 
allergy, dentistry and arthritis. There are 70 case histories which not o 
illustrate the various conditions described but also include descriptions os 
the therapeutic procedures used. Careful reading of these case histo’ 
will be of great aid to the general practitioner because they give in detal ent 
procedure followed, point out many prevalent misconceptions and sed 
phasize psychosomatic diagnosis by positive psychiatric study as opP® eit 
to diagnosis by exclusion. The authors effectively demonstrate t ta 
thesis that psychosomatic medicine is not a new form of medicine buri 
return, with increased understanding of both psyche and soma, to me! ee, 
as it was before specialization, when the individual was studied as a pets 
not as a collection of organs. (M. G.) 


Leadership and Isolation. By Heres Haut Jenninas. Price $3.00 | 
Pp. 240. New York, Longmans, Green & Co., Inc., 1943. cio- | 
The author reports upon a well designed and carefully executed the 

metric study. Having had a share in the original development ©} a | 

sociometrie technique Doctor Jennings is eminently qualified for suc pe 
task. The book represents an attempt to utilize sociometrics fO! ists 
study of individuals, and thus deserves special attention from psy¢ holoe at 
and psychiatrists. Findings are significant and revealing as to wot 
constitutes the leadership or isolation within a group, but the discus its 
of the findings is somewhat narrow and superficial. The statistical roe 
are supplemented with data deseribing the personalities of both lea or ably 
isolates, which adds greatly to the general interest of the book. PrO ive? 
the most important sociometric study since Moreno’s Who Shall S'E) | 
a 3 


, 4 cE 
Infant and Child in the Culture of Today. By ARNOLD GESELL AND France 
L. Ine. Lovise B. AMES AND Jaxer Learnep, collaborators: 
$4.00. Pp. 399. New York, Harper & Brothers, 1943. chil 
This book gives a detailed description of the behavior of the young ws 
at each level of development and shows that this development ollo per 
definite predetermined pattern. Changes in behavior are a norm er tb 
nomena of growth. The suggestions of keeping the newborn. baby feed” 
hospital room with the mother and letting the baby regulate its ON 
ings are excellent, as are those for the guidance of the nursery school ng of 
is reviewer does not agree at all with the advice on the hand re not 
bowel training and also regrets that psychoanalytical concepts = 
taken irito consideration in this book. (ŒE. R.G.) 
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A D 
BRIEF IMPRESSION OF BRITISH MILITARY PSYCHIATRY 


By BRIGADIER J. R. REES 

5 Consulting Psychiatrist to the Army, RAMC 
ay facts and observations of interesting and brilliant bits of 
igesteq oa this trip to the United States Army and to Canada still to be 
eof the assimilated, it is not easy to pick out those points which may 
aa a value:sto you. Iam going to touch, therefore, too briefly 
my, and i on some aspects of our four years’ experience m the British 
You a j eave the amplification of any of these matters which interests 

urther discussion. 


THE IMPORTANCE OF PSYCHIATRY IN WAR 


In Ww. : 
the gy erame many of us have come up against the needs and interests of 
group, as opposed to the needs of the individual which have been our 
our lives. We find our- 


ain : 
ilves hae in civil practice, for the first time in j ) 
ently one to consider manpower, the strengths of Armies, and conse- 
Cause of e wastage. Malaria may well in the future be the greatest 
b up wastage in all our Armies unless adequate measures can be taken, 
p SA the present time the big manpower wastage has come from 
Bel E disorders, not only in the matter of rejections of men at the 
Bri ain stage, but in the final discharge rates. We find that in Great 
Some 30 per cent of our total is due to the various psychiatric ill- 
“Similar. the United States are not very dis- 
nseqy we know nothing definite about Germany Or Russia. This 1s 
Proble ently a yery serious problem for every Army and an equally grave 
Britain pore’ countries concerned. At the end of the last war we in Great 
And T yy, ad over 100,000 men who were pension 
Roses vA remind you that in World : 
es very ‘obvious were listed 
atic conditions masquerade 


] disorders. 
there TMY at home has been my mam interest throughout the War, and 
> but also with many problems, 


the Civil Defence 
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situation is difficult, and consequently we have had to take in a great maay 
men whom you in the United States would have cut out or tried to cut o, 
through your selection procedures, and later on we have had to discharge 
them. True battle neurosis has not been, until recently, a very ae 
problem. It is true that in Norway some 33 per cent of the admissions 
certain of the General Hospitals were cases of anxiety neurosis, or at any 
rate disabling conditions of anxiety. In France there was comparative Y 
little fighting and, therefore, not much war neurosis until the “pura “1 
evacuation. There arose at that time, quite understandably, a good na 
of serious anxiety. Many of these men carried on when they got bac ‘i 
the United Kingdom but broke down later at their work, and we are aie 
picking up from various quarters cases of what we call post-Dunkirk oon 
tions. In the Libyan campaign there was very little breakdown of ee 
kind. Up to Bengazi in the first expedition there were under 100 beer 
battle neurosis in the three Services combined. That is understandab™ 
because it was a rapid-action, winning war, and there was no undue mere 
fatigue even.if there was physical fatigue. With the alteration of the ¢ rf 2 
acter of the war we have found in the Tunisian fighting a very much a 
incidence of neuroses. Whereas the earlier rate was about 2 per cent 0 ip 
casualties it has recently risen to 10 per cent or 15 per cent, and that 18 
fact the figure for which it is wise to budget. Where you have troop ie 
are inexperienced as with the United States Army at first, the figure WH? ous 
higher than that. It would appear that we have here also a very Se™ 
source of manpower wastage. 


A PSYCHIATRIC VIEWPOINT 


iust 
It comes about, therefore, that in the Services psychiatry is not i 

a specialty—although there must always be specialists in psychiatry, Pe 
as there are in surgery or internal medicine—but in the Army where va h 
considering the group it is essential that every medical man should mi 
psychiatric point of view and be thinking at all times in terms of the i 
himself and the group in which he works. This is true. whether ra ip 
internists, surgeons, psychiatrists or indeed carrying out any other J i 
the Medical Corps, and that is the first point that I would like to s ibe 
to you. Napoleon in one of his letters wrote, “In War the spiritual is p wat 
material as three to one.” That is probably as true of civil life a5 ° all 
but it is certainly true for us now and however good our equipment oe ptal 
the material factors, nothing can win the war save the spirit, the ™ 
health and morale of the men and women in the Forces. 


Ai SOME OF THE TECHNIQUES IN THE ARMY pt 


psta 
With.the Army at home because of the shortage of men and the s 4 
necessary changes in policy and emphasis on manpower we hav 
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devise many methods of using men who can only be of limited service. Our 
men breaking down with psychoses, in practically every case, go out of the 
Army. It is perhaps of some interest to record that in Britain we have 
been allowed to keep our psychotics in the service in Military Hospitals for 
six or even nine months if they are responding to active treatment. Asa 
result only 5 per cent of all the men and women with psychotic conditions 


-have had to be certified on discharge from the Army. They may turn out 


in the long run to be a demonstration of the value of active treatment at a 
very early stage. We have a follow-up inquiry going on which will con- 
tinue for ten years after the war. Our men who are defective or dull and 
backward have been a considerable problem, but we have relearned in this 
War what the United States taught us in the last war that our worst soldiers 
are our best diggers. In most cases our dull men are transferred to the 
ioneer Corps for heavy labouring work of many kinds, and very dull men 
who are not to be trusted with lethal weapons at all serve in the unarmed 
Sections of the Pioneer Corps. With good Officers and N.C.O.’s these 
Sections are magnificent. The men are proud to be in the Army and in 
uniform they become smart. They sing at their work and at their meals, 
ave done quite unheard of feats of work, and respond to any crisis needs 
Such as the embarkation of the North African forces. Whereas they were 
Problems in their units with long crime sheets and constant attendance at 
Sick Parade, the unarmed Pioneers have less sickness and less crime than 
Bood units of the Field Force. Furthermore, there are no sexual difficulties 
and this is a point of sociological interest since this is the group of men who 
m ¢ivil life lead lonely and generally unhappy lives. The man finds some 
Woman, usually herself defective, whom he marries or lives with, and the 
result is a large family of defective children. It would seem to me that if 
this type of operation could be carried over into civil life we could do a great 
eal more than can be done by sterilization of the mentally defective. 
The chronic psychoneurotic group have been a headache to us—men and 
Women with heavy predisposition, a history of childhood difficulties and 
Psy chosomati troubles in adolescence and usually with poor employment 
stories” Many of these have had to go out of the Army, back to civilian 
Riches where they could adjust their lives and carry on in other forms of 
Work of national importance. Fortunately there is no unemployment in 
ngland, We have, however, devised schemes for special posting for many 
°F these men where it is felt by the doctor who has seen them in a hospital 
at they could continue to give good service in the Army in some job 
Which fitted to their pre-war employment, interests or hobbies. Many 
Ousands of men have been so employed in special postings and some 50 
er cent of them have shown that they could carry on and give good effi- 
ent service without breaking down. é 
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These are just some indications of the methods we have had to devise. 
They serve to demonstrate convincingly that if you can put the inadequate 
man into work that is within his competence he may give very valuable 
service to the group. This is obviously a matter of great importance both 
to the Army and to the individual who is concerned. 


PRIORITIES 

This brings me to speak of priorities because they must exist in our 
medical thinking just as in other fields. We have put treatment rather 
low in the list because the number of men who are brought back to military 
service by treatment is small and it is far more important to keep men wel 
and thus maintain the efficiency of the Army. Selection, therefore, has 
always been our first priority because if you can select your men and really 
fit square pegs to square holes then you not only are increasing the effi- 
ciency of the Force, but you are doing preventive medicine of high order: 
Men who are happy and feel that they can do their job are likely to be very 
much better trained, and in consequence the morale difficulties that they 
might otherwise meet are avoided. 

Our selection process for men is not very different from that employ ed 
in Canada and the United States, though there are certain differences n 
administration. The Ministry of Labour does the preliminary medica 
boarding with the Civilian Neuropsychiatry Board, and the Army has now 
arranged that when the men come in first for their basic training they go 
through a whole battery of tests for intelligence and aptitude. The selec- 
tion of men has justified itself in scores of different ways. It was interest- 
ing to find not'long ago in Tunisia that one particular Armoured Divisio? 
which had been carefully selected not only gave outstandingly good service 
but also showed practically no psychiatric breakdowns of any kind, 
strong contrast to certain other groups which were known to have bee 
rather poorly selected. 


e 
We have gone farther than the ordinary selection procedure ano Fe 
- i 


Unit, and many of them who were rather diffident or shy were turne ? e 
‘or 


the whole procedure, but the other interviews and the various situat 
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tests which the man goes through help greatly in the assessment of his 
character and his officer qualities. There is no doubt whatever about the 


‘Success of this work which is now being carried on all over Great Britain 


and abroad in Africa, Italy and India. Better men are being picked, the 
Wastage rate is being cut down, and the morale of the Army as a whole has 
benefitted from what is recognized to be a democratic and fair procedure. 

Ince my interest is always to some extent on the future, after the present 
war has been settled, I would point out that these two types of selection, 
One for the larger groups in industry and the second for specialist types, are 
iPab le in all our countries of application to civil groups and with some 
modifications might go far as Preventive Medicine if we can handle the 
Matter wisely, 


A WIDE FIELD 


them 
Ways 


Precedures. The morale of men depends largely upon their being well 
d, since pride in one’s technical skill is a fundamental element of good 
0 le, is You and I have as our special skill our competence as officers 
in iA men and to play our part as soldiers and quite secondarily our skills 
the €dicine acquired through many years. Our pride and confidence in 
Toles is what gives us good morale. Similarly, every man who has 
oa a new technique must be well trained if he is to be a satisfactory 
Cann, 2ppy member of a group doing a definite job overseas. This war 
fami OP fought with ill-trained or inadequate men. The speed and 
inten? 284 mechanization of the tactics of modern warfare demand high 
ife, ence and very considerable stability and in this there is a considerable 
a from, any other war that has gone before. : + 

od ere the morale of a Unit is high and its officer-man relationships are 
have 1e., good welfare, good leadership, good discipline, there you will 
has ho much less tendency to break down under battle stress. That 
ia on Shown very clearly by the Eighth Army which perhaps stands in a 


Was e Position as an illustration of high group morale. T he Kighth Army 
One i Sure of itself, so confident and so much a family that the fact that 
A : dous value in the therapy 


Of sy, ned to the Eighth Army was of tremen e 
Fea breakdowns as occurred and more important, as & preventative of 
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breakdown. In fact, of over 1400 cases of battle neuroses arising in the 
recent Tunisian fighting only 2 per cent were evacuated from the Eighth 
Army to the Base and the rest were back on full duty of some kind within 
their own Army within six weeks. 


BATTLE NEUROSIS 


It must be recognized that any man, however good his constitution and i 


background, however good his intelligence, and however sound his training; 
may break down during action. Granted that with the fatigue that fol- 
lows several nights without proper sleep, with inadequate feeding and with 
the stresses that are incidental to battle, any man may find himself break- 
ing down after long bombardment by artillery, by trench mortars or dive 
bombing. When I was recently in Algiers I saw in a hospital eight officers 
with battle neurosis who had recently been decorated for gallantry on the 
field, and seven officers who had been instructors in battle schools. This 
observation is cited merely to show what most of us realize is the truth, that 
to develop a battle neurosis is not an indication of a poor or weakly man. 
Naturally the inadequate man will in many cases have less resistance than 
the adequate one and so one would expect him to break sooner, but the 
development of true neurosis is something which we must anticipate m 
any group of men under continual stress. We can do much in the matter 
of prophylaxis on the purely mental side if as a profession we would stress, 
on every suitable occasion, the idea that fear is universal, not something 
to be ashamed of, and that it is quite different from cowardice. The ma? 
who is ashamed of experiencing fear is much more likely to mishandle:his 
emotional difficulties in war and so break down. We must encourage 
people to come to terms with and make friends with their own fears. Every- 
one of us who may be faced with conditions of enemy action has to watch 
very carefully for signs of stress in individuals with whom we are concerne! 

or in the group for which we may be responsible. Increasing restlessness) 
loss of attention, amnesia, change in mood or personality may all be indi- 
cations that the man concerned is getting near the breaking point and wa 
must, wherever possible, ensure that men do not reach that point an 

crack. It is of little use waiting until they actually become casualties 
When men or officers do break down and have to be sent down the pe 
we have now learned by experience that they should go down with oe 

quate sedation, sufficient to prevent the anxiety becoming conditioned, ® i 
that this simple measure improves the chances of treatment very grea fe 
Rest stations are being established behind the lines in every battle a 
and tke man sent down is normally labelled “exhaustion.” If he yl 

after a day or two and gets back to the line he has no need of & fur 


| 
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diagnosis, If he has to go further back, the correct diagnostic label is 
attached by the doctors who see him at the Rest Station. 

Tt has been shown in Tunisia and again in Italy that when active treat- 
Ment for these men was given near the front line, some 60 per cent or more 
Were returned to full combat duty, thus maintaining the manpower and 
efficiency of the fighting forces. I have little doubt that in the long run 
itis the soundest therapeutic procedure for that stage. The cardinal rules 
or handling these cases on the physical side are “rest, feed and purge.” 

edation must be given with enough of one of the barbiturates to ensure 
that the man will have sleep if he lies down, though he can be up several 
Imes each day and carry on ordinarily. He must have some degree of 
Security and that can generally be arranged a few miles behind the line. 
Simple psychological treatment consists generally in getting the man to 
abreact his emotional experiences, talking them out very fully and in the 
Present, tense, reliving all the horrors and conflicts through which he has 
eg This entails considerable active participation on the part of the 

Stor who is helping him. It is almost like acting in a play to get the 
Man really to relive his experiences and not discuss them in a detached 
ac Having by this process of psycho-catharsis or paychosynithesis 
ea much of the background material, some simple re-educative talks 
friend the man’s own attitude to his fear and responsibilities with a little 
chaby ly Persuasion and kindly firmness will, after a day or two of rest, 
appl € him to get back to full duty in the line. This cannot of course 

PIY to those men who have a psychopathic history, those men who are 


Ve cay `: A + 
te, Nnwilling to go back into the line, or those in whom there is any evi- 
ce 


ast injury or other trauma. 
ou ese methods of active treatment are probably pretty well known to 
Teeent are available in writing, especially in Lieut. Colonel Grinker’s 
s Paper, published by the Josiah Macy, Jr. Foundation of New York. 
Sta, Would like to emphasize that it is essential to everyone of us to under- 
We and know ow to deal with these conditions which any of us may meet. 
treat € depended upon the physicians and surgeons for much of the active 
Fin D at the front and we shall continue to do that. : 
Teno ay, T would like to emphasize again my opinion that our pa 
in hyn bility is to the group more than to the individual. W e can do muc 
Drim an Medicine, or social psychiatry—call it what you like—but our 
anq Aid ‘terest must be concern for the Army and its present purposes, 
that Y timately to make use for society of all the techniques and experience 
"e have been able to acquire in this wàr, at home or overseas. 


SOME FACTORS IN THE HIGH RATE OF NEUROPSYCHIATRIC 
CASUALTIES* 


By BRIGADIER G. B. CHISHOLM, D. G. M.S., CANADIAN ARMY 


In considering the causes of the very high rate of psychiatric casualties 
in both American and British Forces during recent months’ fighting in the 
Middle East, it is not satisfactory to pass this very important question 
off casually as the result of deprivation or disease or exhaustion. Other 
armies throughout history have suffered far more acutely in all these fields 
than have any large numbers of our troops in the Middle East. In the 
Napoleonic and Peninsular Wars, for example, deprivation, disease anf 
exhaustion killed large numbers of men; that has not happened in this 
war. It is true that in relatively recent years high explosives have been 
added but it is now quite clear that any concussion from explosions has 
rarely been an important factor in these disabilities, and it is not to be 
supposed that the prospect of being blown to bits by a high explosive she 
or mine or bomb is any more terrible than the expectation of being scalpe 
by Indians or tortured as was the expectation of many fighting men through- 
out history. Neither is it satisfactory to postulate such a mystical c02- 
cept as a “weakening of moral fibre,” whatever that may mean. It simply 
does not explain anything. 

There must of course be a reason or reasons why our armies, 
ticularly the armies of the English-speaking nations, are failing 1 
large numbers to stand up emotionally to continued warfare. Reasona A 
reliable evidence indicates that these types of disabilities have not bee a 
a great problem in the German nor in the Russian armies. So far as I kno! 
of there is no great evidence that this same problem has been extenst 
the Italian army. We have no information about the Japanese aie: 

It is quite clear that the fault in our soldiers is in their handling O d 
emotion of fear, and to find the reason why they are being more a "A a 
than are soldiers of other nations, we should examine the developmen or 
our people in relation to fear compared with that of the peoples ©” a 
nations. It is obvious that in both Germany and Russia human lite they 
human comfort are regarded generally as far less important man nse 
are in our English-speaking nations. The punishment of political oF" 
by death for instance has been, in both these countries, rather orn 0! 
and still is, It is a very long time since anything of the kind has bapP® pd 
in English-speaking countries. *We find too that in both Germany w 
Russia the welfare of the individual is regarded as of no importante hs 
geons of the Uae 


and pat 
n such 


*Discussion at Psychiatric Panel, Association of Military Sur; 
States, Philadelphia, October 22, 1943. 
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pared with the good of the State, whereas in English-speaking countries 
the welfare and rights of the individual are extensively protected against 
the encroachments of Government. It is obvious that development 
throughout childhood and youth in these widely divergent systems will 
have, and has had, a considerable influence on the attitudes of their citizens 
about their own security and its relative importance. 
- It seems probable however that this is not the main factor in our soldiers’ 
relative inability to “take it.” If we examine attitudes in the homes in 
Which our children have been brought up we find that during the last 
twenty years or so an enormous importance has been given to personal 
Safety. During these same years Germans have been brought up to 
“live dangerously” and Russians to devote their lives to the State. A 
Whole generation of English-speaking peoples has been brought up under 
the slogan of “Safety First” which has become a high moral principle 
throughout our civilization. Responsibility to parents for the integrity 
of the child’s own skin has been inculeated in the conscience of almost 
every child as a first moral principle. The “baddest” child is the child 
who takes any chances of getting hurt. 
_ At the same time our children are surrounded by very many restrictions 
M the field of social behavior; to hurt other people or even to want to hurt 
other people is strongly disapproved and is experienced by children as 
Very bad. We have in fact brought up a generation specifically trained 
to repress aggression and not to be able to fight. They have been taught 
© abhor their own aggressive urges and to be ashamed of and repress 
heir, desires to hurt or kill. While there are many arguments for the 
desirability of “safety first” campaigns in terms of comfort and security 
It is quite obvious that this slogan should not be given the position of a 
rst moral principle. The whole fact of the English-speaking peoples 
eng in this war is a negation of this principle. We would all be perfectly 
Safe if we stayed home and allowed the Germans or Japanese to look after 
us. They would require only absolute obedience. We have taught child- 
Ten that safety®comes first, but in getting into this war we demonstrated 
lat the Principles that were made important throughout their develop- 
Ment are found now to be untrue. i 
ur young recruit comes into military training loaded down with the 
Moral principles under which he was brought up. We expect hit then of 
'S own volition to undertake responsibilities and place himself for the sake 
a cause in positions which may well mean the loss of his own life. We 
© expect him freely to kill other men because of a social expediency. It 
T not Surprising that on both these scores our young soldier is in trouble. 
e violation of his conscience values will naturally produce feelings of 
ilt and fear. 5 


als, 
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At the same time fear itself has been tabooed in childhood. Any ex 
pression of fear has usually been strongly disapproved by parents. The 
effect on our soldier is to make him afraid to admit fear because it is experi- 
enced as a shameful thing. It is apparent from reports of Colonel Grinker 
and others from the Middle East that these disabled soldiers are suffering 
from the repression of fear. There is plentiful evidence to assure us wil 
reasonable certainty that no man can panic or break down in an anxiety 0 
hysterical state as the result of contemporary fear—the fear of the present 
situation alone. These men who break down have been “saving UP 
their fear. They have been carrying large volumes of unexperienced feat 
below the level of consciousness. They have always shown signs of in 
creased tension for some time before they break. At a threshold point 0 
such accumulation, which is specific for each man, and will depend on things 
like his family’s attitudes, morale of the unit, the attitudes of officers Eu 
N.C.0.’s under whom he trained, as well as degree of exhaustion, depriv®- 
tion and health, the fear can take charge of the man’s behavior, to remove 
him from an impossible position. The treatment, which is remarkably 
effective, is to uncover it and to allow it full expression with reassurance? 
and re-education about the normalcy of fear in dangerous situations. 

One of the most important functions of military training is to revers? 
the training already given to our young men in their homes and their com: 
munities. Officers and N.C.0’s must repair the deficiencies left by paren p: 
It is necessary extensively to reorient their attitudes about their relation 
ship to the group. Most of their previous education has been preoccuP i 
with the responsibility of the State to the individual and with the rights Q 
the individual. To make good soldiers requires extensive re-educat A 
It is important that these necessary new attitudes should not just be a 
laid or superimposed on their home training but that the attitudes im Mie 
they were brought up should be broken down, and replaced, 2° es 
ignored. It is also important that all soldiers in training and through? d 
training should be introduced to fear and its manifestations and ea js 
learn to live with fear as they will have to do throughou® the war kto 
reasonable to suppose that if 80 or 90% of anxiety states can be’got b* ot 
selected duty by early treatment close to the front line they can be ee t 
effectively prevented from breaking down by the same type of treat 
as a preventive measure. A 

Fear should be brought out into the open and experienced fully oldie 
troops should learn that the experiencing of fear need never cause & $ ant 
to panic cr to avoid a responsibility. Fear must be made respecta anis” 
recognized as a benign protective mechanism which prepares the o 
for supreme effort. 
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MALINGERING; THE SIMULATION OF PSYCHOSIS 


By V. P. OSSIPOV, M.D.* 


Malingering belongs properly to the domain of psychiatry, but has been 
variously regarded. In olden times it was thought that simulation of a 
Psychosis was a simple matter. But Kraepelin and others denied this. 
The impression has grown that “pure malingering” rarely exists as such; 
every malingerer is really an unstable person, a psychopath, who by imi- 
tating a psychosis merely accentuates his own latent tendencies so that 
malingering is really pseudo-malingering. 

At the present time there is quite an accumulation of literature on this 
Subject. Contradictory opinions exist partly because of different personal 
experiences and partly because psychiatry itself has undergone changes in 
lts development. I personally believe that the simulation of psychosis 
for malingering is very uncommon. Malingering in its pure form appears 
usually in times of great social upheaval when punishments for crimes are 
Very severe or when the situation is such that one’s life is threatened. In 
Such periods large numbers of people develop defense reactions by means 
of Which they hope to escape punishment or death. Thus, there were 
Quite a few cases of malingering in the U.S.S.R. during the civil war when 

anditry was being eliminated and the captured bandits were condemned 
to death. But in the last few years this type of crime has decreased, al- 
though different kinds of criminals such as speculators, embezzlers and 
Swindlers occasionally resort to this type of self-defense. 

Inthe days before the revolution there was malingering to avoid military 
Service; at the present time one hardly ever finds this. On the contrary, 

e inductees try to conceal their illnesses so that they will not be rejected 

Y the induction boards. This is most common in epilepsy. Many epi- 
“ptics are sent back to psychiatric hospitals after they have been in the 

ed Army for a long time. 

n this articlg I shall discuss the most important methods of discovering 
Malingering and the evaluation of the various symptoms. One must take 
a Consideration the fact that psychiatry has developed a great deal in 

© Past 10 or 15 years and for this reason the various forms of malingering 


+ 
Professor of Psychiatry at the University of Leningrad, U.S.S.R. 
'S article appeared in Nevropatologia i Psychiatria, 12; 3-10: 1943 (Moscow) 
ie Was translated for us by Dr. J. S. Kasanin of San Francisco. Publication in 
the Wletin of the Menninger Clinic was authorized by Prof. V. V. Lebedenko of 


hay, osian Red Cross, now stationed in this ¢ untry. The editors are happy to 
isti, © honor of presenting for the first time in English the work of one cf our 
Othe etished colleagues as a token representation of the scientific work of our 
ae European ally. 
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are more complex and harder to detect, and hence the examining psychia- 
trist must be a very competent person. Of course one encounters the 
older, cruder ways of malingering but they are well known and easily 
recognized. i 

Every malingerer is an actor who portrays an illness as he understands it; 
in this case he plays the role of a psychotic patient as he understands it. 
Consequently, he imitates those traits of a psychotic which he thinks are 
especially characteristic such as sloppiness, bizarre behavior, unmotivated 
excitement alternating with periods of rest, ete. This accounts for the 
contradictions in symptomatology and the fact that the picture of mental 
confusion does not correspond to the medically recognized clinical picture 
of this state. Thus the malingerer who tries to mimic an emotional excite- 
ment with incoherent speech, at the same time listens attentively to people 
around him and makes perfectly rational remarks to the psychiatrist. He 
invariably wears his shirt and coat inside out. When he simulates a stupo", 
he carefully watches the people around him at the same time and listens 
closely to the remarks of the members of the staff to the effect that he does 
not show certain symptoms. Quite frequently the malingerer is reveale 
by the play of facial muscles and by the lability of his vegetative nervous 
system in response to various emotional stimuli. This is evidenced by 
marked variations in the pulse rate, blushing, ready crying, flushing; ete. 
He is readily betrayed by the marked change in his behavior in the presence 
of the medical staff and absence of any reaction when he is alone at night 
or when he feels no one is watching him. One must watch carefully the 
facial expressions and the gestures of such a patient. He is often betray® 
by his vigilant watching or sudden laughter when he is supposed to be fee" 
ing quite the other way. Thus one criminal who for more than & year wee 
in a state of stupor suddenly burst out laughing when his attorney mace 4 
comical remark about him during the trial. Then and there he state 
that he was tired of acting and confessed his crime. This was reinforce 
by the sudden appearance on the witness stand of a young woman who 
he thought he had murdered. e 7 fe 

A carefully conducted interview often reveals malingering, especially 5 
the malingerer is caught contradicting himself. Occasionally such me Ea 
gerers, in trying to give the impression that they are in a stupor, refus? me 
take food from one person but take it from another, or from time to ast 
become gluttons or eat at night when nobody can see them. ne m e- 
watch the weight curve, which is significant in certain psychoses: . ist 
quently persons who commit crimes while in a state of intoxication oo 
that they remember nothing—amnesia, of course, is a definite sy™ thet 
of a pathological state of consciousness but only if it is correlated witho 
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symptoms which go with this or that clinical picture. In real amnesia 
one usually finds fragmentary cloudy memories. Malingerers insist that 
they remember nothing. If they admit that they remember one part of 
the amnesia they usually remember the rest of the story. It is interesting 
that the malingerer forgets that particular phase of the episode whicb is 
Most harmful to him. Occasionally such an amnesia can be uncovered by 
the association tests of Jung. 
In imitating the behavior of a psychotic patient, the malingerer goes to 
extremes, If he is told to shut his eyes, he does not close his lids, but uses 
E fingers to bring the lids together. When someone shakes hands with 
: he uses his left hand instead of his right. Another malingerer when 
80ing to sleep, puts on his glasses and lights his pipe. Such conduct is 
due’ to the fact that the malingerer thinks that the stranger he behaves, 
tt e more psychotic he’will be assumed to be. When given difficult ques- 
tions he shows no response; when asked simple questions, he takes a long 
time to answer. Occasionally talking beside the point is found. Rapid 
rng of questions occasionally throws the malingerer into a state of con- 
fusion so that he begins to give contradictory replies which help to elucidate 
NS condition. Sometimes it is desirable to ask leading questions emphasiz- 
Ing a different psychosis than the one the malingerer tries to portray. The 
confirmation and elaboration may give good clues. Of great importance 
38 the past history of the patient. Malingering of a psychosis usually stops 
en it is discovered and occasionally even if the malingerer wins his case. 
| May cease, too, when the malingerer becomes too tired to pursue it or 
discovers its uselessness or when he attains his aim. Malingering usually 
Stops quite suddenly. The continuation of the clinical picture of a psy- 
‘ Osis even when it has lost its meaning speaks for a genuine psychosis 
"ie than malingering. fey 
illn ne must give careful attention to the onset of the malingering. Mental 
esses, even those which are very acute, usually have a very slow onset. 
€y usually develop in a course of hours or days whereas a simulated psy- 
a ee is apt toaet in very suddenly without any preliminary signs. ‘ Thus 
Criminal Suddenly develops a psychosis when he is in danger of losing his 
ee Y a careless remark, or is confused, or when he feels caught. In such 
Gi ses the malingerer suddenly becomes mute, refuses to answer questions, 
A Cgins to talk all sorts of nonsense and to act silly. Very often the 
bal shows symptoms of various psychotic illnesses but not in the com- 
“tion in which one finds them in psychoses. s 
a spite of all these points, it is often impossible to differentiate between 


a 
ape osis and malingering on the basis of symptoms alone. One must 
© into consideration all the factors. In general it is very difficult to 
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diagnose these cases when one does not have a good history. (Here the 
author cites two cases, omitted for reasons of space restriction, which 
illustrate the points made above). 


CONCLUSIONS 


1. In medico-legal practice, as well as in military courts, one occasionally 
finds true malingering by simulation of a psychosis. 

2. At the present time there is a tendency to conceal one’s physical and 
mental illnesses when entering the Army rather than the reverse. This 
especially is true of epileptics. 

3. With the development of psychiatry and the greater knowledg l 
by the laity, malingering becomes more skillfully performed and requires a 
great deal of competence and perspicacity on the part of the psychiatrs j 

4. Medico-legal experts should be well acquainted with the various 
methods used by malingerers. To clucidate malingering one must have 
keen powers of observation and imagination. 

5. A good objective history is of great importance. 

6. The behavior of the malingerer after the case is settled is 
nificance. P 

7. It is important to know the setting in which the malingering begi? 
as well as the time of the onset and the nature of the malingering. 

8. If one finds mental symptoms in a soldier it is best 
clinical diagnosis immediately but to limit oneself to the term bye 
In a field hospital a diagnosis is very hard to make; there is also the a 
that if a definite diagnosis is made there will be a certain fixed preju E > 
attitude on the part of the hospital personnel because of the specific diag 
sis assigned. This applies especially to the diagnosis of schizophrenia. Jop 

9. A great deal of attention has to be paid to the course and ET 
ment of a mental illness suspected of being a simulated one. Maling? ust 
tend to portray a “state” or an episode, but not a disease. One ae 
evaluate the whole clinical picture rather than the individual sy’ mpto iye 

10. One must take into consideration the lability oô the vegeta 
nervous system. ss 

11. In military psychiatry, one must think more of the fitness 
for military service than of his degree of insight and awareness. 

12. Fhe expert must be very objective and strive to avoid 
bias in dealing with malingerers. nould 

13. Conclusions must be based on concrete material. OP, Fog" 
record the facts observed rather than resort to psychiatric termin yin? 
Only then are the conclusions significant in deferentiating betwee? ag 
and feigned psychosis. 
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TEACHING OUTLINES OF PSYCHIATRY FOR 
NURSES AND ATTENDANTS 


By COLONEL WILLIAM C. MENNINGER, M.C. 


ely recognized that all personnel working with psychiatric 
tual rahe specialized training in psychiatry. Even with a high intellec- 
=e pee vment, a nurse or attendant with no such training may do little 
EE orore u harm. In our Army hospitals, where there is an acute 
Rendant psychiatrists, it is all the more important that the nurses and 
trist, but Aa only be trained in their duties as assistants to the psychia- 
rationale 2 wae in the ABC’s of psychiatry in order to be taught the 
Blak or fl eir functions. The facts that the ward personnel changes 
Pacity are “ae gi assigned attendants may have limited intellectual ca- 
ene RS the more indication for the necessity of conducting training. 
some lectu e medical officers in many hospitals were too busy to organize 
expetienos or these attendants and because others felt a lack of teaching 
organized Aes following outlines were prepared. The subject matter is 
Sections ar nder seven headings divided according to content, but since the 
seven wees of different length, they need not necessarily be presented in 
is nukes ons. The presentations should be made by the psychiatrist to 
modified L E therapists, and Red Cross workers. They should be 
needs, oe the instructor with additions and/ or deletions to meet the local 
allow ie ts advisable to use case illustrations wherever possible and to 
texts and ods for questions and discussions. Outside reading of available 
journals should be encouraged and guided. 


LECTURE I: ORIENTATION TO PSYCHIATRY 


i ow psychiatry as the study, diagnosis and treatment of illnesses in 
6 the psychological symptoms (and their conversion into physical 
rao predominate. 
es Practice in this field includes 
1. The care of patients in state 
than £0% of all hospital be 
mental patients 
2. Private practice of psyc 
offices 
3. Applications in medicine—psychosomatic medicine 
4. Application in legal work—courts, reformatories. prisons, etc. 
5. Application in schools—kindergarten, primary, secondary, 
colleges 
6. Application of psychiatry in i 
7. Applications in community we 
43 


and government hospitals: more 
ds in the United States are for 


hiatry in hospitals, clirics, private 


ndustrial concerns 
Ifare and social agencies 
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B. Difficulties in presenting psychiatry to laymen arise because 

1. Each person thinks he is an exception and wishes to regard 
himself as “normal” J 

2. There are many misconceptions about mental illness being 
related to sinfulness, queerness, meanness, disgracefulness, ete. 

3. The field is intangible and cannot be objectified so easily 
as laboratory science 

4. Many individuals assume they instinctively understand hu- 
man and psychology behavior 

II. The Psychiatric Point of View , 
A. The individual is conceived of as a total personality (emotions, 
skin, muscle, viscera) reacting to a total environment (bacteria, 
alcohol, automobile accidents, bullets, nagging, mothers-in-law, 
frustrating lovers). Result is fight, flight, or compromise. 
B. The old concept of mind and body as entirely separate entities 
is an unsound, mythical division 
C. A reorientation to the term “normal” 
1. “Normal” is often used to mean average or majority ideal 
2. But in psychiatry it means adjustment to the environme? 
without inner or outer strain. Hence it is always relative a” 
not an absolute concept; for 
3. Everyone has adjustment conflicts, neurotic tendencies; 
or major unhappiness, eccentricities, mood fluctuations 
4. Quantitative factors are more important in determining 
ology than qualitative. 
5. Mechanisms operative in severely ill individuals @ 
operative in less degree in well individuals, so that we f 
all at times “low,” “mad,” “unhappy,” “excited,” “jealous, 
“nervous,” “fearful,” ete. 
D. A reorientation to the term “sickness” apy 
1. In general medicine 40% to 70% of all patients see? bY ioe 
physician are “functional” and all organic ğlnesses § 
psychologic symptoms: delirium, anxiety, pain, restless 

ete. 
III. Prevalent misconceptions regarding mental illness ‘ . y and 

‘L. That all psychiatric patients are “crazy” —usually noisy 

destructive og ali 
2. That all mental disease has the same cause and iS u 
- related to “sin” or “perversity” (conscious intent) 
3. All mental diseases are alike, differing only in degrees 
4. That heredity is the chief cause of mental disease 
-5. That people are either “sane” or “insane” 


mino” 
path- 


re fils? 
are 
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. That most mental patients are dangerous to themselves 


and/or to others 


. That mental illness starts suddenly when “something snaps” 


in one’s mind 


. That a “nervous breakdown” is a disease of the nerves 
. That mental illness is a disgrace 
10. 


That most mental disease is incurable 


LECTURE II: SYMPTOMS AND TYPES OF SEVERE MENTAL ILLNESS 


I. Major Groups of Mental Illness and Symptoms: Definitions 
A. Psychotic reactions (psychoses) characterized by disorganization 
of the personality, usually with loss of insight (recognition of 
the severity or/and significance of their symptoms) and always 
with various forms of reality distortion as shown by 


1, 
2. 


3. 


Delusions: fixed false ideas not amenable to reason (paranoid, 
expansive, somatic and other types) 

Hallucinations: false perceptions without external stimuli 
(visual, auditory and other types) 

Illusions: misinterpreted perceptions of sensory stimuli 


B. Neurotic reactions (psychoneuroses or neuroses; popular terms 
include “nervousness,” “nervous breakdown,” “nervous exhaus- 
tion,” ete.) characterized by wide variety of symptoms but 
without gross distortion of external reality (delusions, hallu- 
cinations, illusions). Symptoms represent compromise reactions 

o such as 


uf 


2. 


a 


3. 


4. 


Conversion: physical representation of an emotional process, 
i.e., paralysis, aphonia, anesthesia (illustrate blushing as a 
physical expression of an emotion and elaborate then with 
various organ neuroses) 
Obsession: persistent recurrence of an idea against volitional 
control (illustrate first with “normal” obsessions—tunes going 
rough one’s mind, then with such recurring doubts as “‘did I 
lock the door?”, then with pathological obsessions, e.g. 
syphilophobia, etc.) 
Compulsion: The activity associated with or representative of 
an obsession (illustrate first the normal compulsions of orderli- 
ness, punctuality, cleanliness, and show how any of these may 
increase to pathological dimensions) 
Phobia: fear not amenable to reason or in keeping with the 
facts (illustrate with fear of snakes, cancer, closed spaces. ste.) 


C. Developmental defect reactions: antisocial or/and unconventional 
behavior with absence of appropriate emotional reactions. 


\ 
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(Emphasize the lack of sharp demarcation, the frequent over- 
lapping, and the exclusion of the psychopathology of everyday 
life as demonstrated in the maladjustments of everyday life of 
ourselves.) 
II. Condensed classification of mental illness 
A. Psycholic reaction 
1. Organic types: those which arise upon a demonstrable organic 
or toxic basis 
a. Psychoses with brain infection and paralysis, encepha- 
litis 
b. Psychoses with senile or arteriosclerotic changes 
c. Psychoses with exogenous poisons (alcohol, drugs, metal) 
d. Psychoses with endogenous poisons (generalized infec- 
tions, cardiorenal disease, exhaustion) . 
e. Psychoses with systemic disease (pellagra, pernicious 
anemia, endocrine disorders) 
. Psychoses with brain damage from tumor or trauma — 
2. Functional Psychoses—no demonstrable anatomic or chemical 
pathology; include 50% or 60% of all psychotic responses 
a. Manic-depressive psychoses (briefly describe a clinica 
picture of at least the manic, the depressive, the agitated 
and mixed forms) 
b. Schizophrenia (dementia praecox) (briefly describe the 
simple, hebephrenic, catatonic and paranoid types) 
c. Paranoia and paranoid states. (illustrate) o 
B. Neurotic reactions 
1. Neurasthenia and hypochondriasis: many physical co: 
—for which the patient tries to demonstrate an organic path- 
ology but the physician finds none r 
2. Conversion hysteria: physical representations of emotio 
conflict m ety 
3. Anciety state: characterized by obvious, free-floating anxie A 
4. Obsessional and compulsive neuroses (sometimes referred to w 
psychasthenia): the patient is unable to change his ideas g 
behavior even though recognizing them as irrational 4” 


mplaints 


nal 


painful 
5. Mixed types. 
C. Developmental Defect Reactions fict 
1. Perversions: overt sexual perversions develop without gon 1 
and represent an acceptable (ego) solution for the individua 
but are nonetheless pathological. (Explain again ee ee 


e roses develop because of unconscious mental con: 
cy 


H 
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the symptoms of the neuroses represent a compromise 
reaction.) 

2. Neurotic and Psychotic Characters—often designated as con- 
stitutional psychopathic state. These individuals act out their 
maladjustment conflicts in asocial and antisocial behavior 
instead of developing symptoms. Characterized by inade- 
quate social values and responsibility, inability to profit by 
experience, disloyalties in their relationships, etc. 

3. Criminality: describe the “normal” type, the neurotic type, 
the situational type 

4. Infantile or Parasitic Personality: inadequate, passive, de- 
pendent, helpless individual, often classified in the Army as 

| f constitutional psychopathic state DR 

5. Feeblemindedness: intelligence and judgment quantitatively 
defective. Often organic but sometimes emotional . causes 
may cause some mental retardation 
a. Causes—primary (heredity); secondary (birth injury or 
disease) 
b. Classes—mongolian, cretin, sclerotic, spastics, micro and 
hydrocephalic, ete. 
c. Grades—Moron, 1.Q., 50-70. Imbecile, I.Q., 30-50. 
Idiot, I.Q. below 30 


LE 
CTURE Ill: CONTRIBUTING FACTORS IN CAUSATION OF MENTAL ILLNESS 


A SPecifc “cause” of an illness (i.e. pneumococcus in pneumonia) is 
penvenient practical explanation, but inadequate: does not consider 

f a of personality, , degrees of virulence, immunity, carriers, physi- 
A Onditions, ete. In mental illness, the instructor should emphasize 


Never one cause for mental break—many factors operative in 
n in others 


every case, some more important in one instance tha 
) to those 


B. Resposise of certain equipment (the total personality 
events 
U, H ~ The train or sequence of events 
*reditary Factors 
“cepted facts re heredity 
Tental disease is not inherited accor 
B (like eye color, ete.) 
* A few neurological conditions are | 
am’s Chorea) 
* Probably some tendency to mental diseas n 
f Some instances but quantitative evaluation not possible 


ding to Mendelian Laws 
directly transmitted: (Syden- 


e is transmitted in 
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D. Often it is impossible to separate and distinguish the inherited 
environment from the inherited constitutional potentialities. 
Summary: A hereditary factor is probably present in some cases; 
its importance is very difficult if not impossible to evaluate; 
its diagnostic and prognostic significance is minimal; it has no 
bearing on treatment. 


III. Environmental Factors 


IV. ihe doves Factors: may often appear to be the immediate or ex 


final event in sequence on a fertile soil; the curtain going up on 


A. Infantile experiences and selatienchign are of major importance 
in determining later personality adjustments 
1. Early feeding and toilet training determine patterns of reat- 
tion to authority, dependence, acquisition, etc. 
2. Early patterns of relationships formed with parents and 
siblings determine patterns of later social adjustments 
3. Important (often traumatic) events in childhood and adoles- 
cence. 
Summary: A factor of greatest importance in understanding 
the patient’s attitudes and behavior, valuable as dingnost 
and prognostic aid, and of first importance in planning 
and carrying out treatment. 
cciting 


-the 
“cause”—really they are only the final (though necessary) “straw” r 
as 


set and a play rehearsed. (Applies also in organic illness: the Pei 
sonality plus the disease produces the clinical picture. Illustrate with sal 
general paralysis: same pathology with widely varying lini 
pictures.) 


A. Emotional deprivations (real losses) 
1. Economic loss or reverse 
2. Deaths of significant persons 
B. Insecurity and Threatened Deprivations 
1. New situations—job, school, Army, marriage 
2. New responsibilities 
3. Situations which are threatening—danger, fear 
C. Physical and physiological burdens 
1. Physical stress—work, exhaustion 
2. Injuries 
3. Systemic or infectious disease 
4. Focal infection 


“a 
LECTURE IV: MENTAL MACHINERY 


hu? 
I. Conscious and Unconscious—to gain an understanding of ba 


behavior we must postulate these functional parts of the person: 


5 


) 


a — 
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» The Conscious Mind endeavors to: 

1. Control voluntary activity, both psychic and muscular 

2. Coherently organize mental processes 

3. Test reality—to orient us, to distinguish true from false, etc. 
- The Unconscious Mind of powerful impulses, manifests its con- 

tents directly in 

1. Dreams—the “excreta” of the psyche 

2. Phantasies 

8. Personality changes noted in many people under influence of 

aleohol—Jekyll-Hyde changes 
4. Psychopathological symptoms, e.g. delusions 
- Hypnosis and free associations 


5 
u. Mental mechanisms link the conscious and unconscious; facilitate 
` Cnergy transfers between the two. These mechanisms are all un- 
Conscious, and not consciously willed by the individual. Examples— 
A. Rationalization: a method of explaining plausibly and thus 


accounting for and justifying certain feelings, ideas, or behavior, 

the explanation appearing to be the result of logical thinking. 

Examples: procrastination explained as caution, ete. 
isplacements: the emotional value attached to one idea or per- 

son is transferred to another idea or person. Examples: kicking 

the dog. ; 

» Sublimation: primitive desires and impulses obtain an outlet in 
Modified form through direction of the original energy into 
Socially approved activities. Examples: hobbies (collections, 
Painting, etc.) 


D. Reaction Formation: the development of conscious attitudes and 


a, one’s mistakes; paranoid delusions. 


interests which are the antithesis of infantile trends demanding 
expression. The person does or says the opposite of his un- 
Conscious wish. Examples: excessive solicitude to repress hos- 
tility; phobias of symbolic objects desired, i.e., dirt or syphilis; 
excessie cleanliness. : 
* Cohversion: the symbolic expression by means of physical symp- 
toms of both unrecognized (repressed) instinctual wishes and 
the defense set up against their realization. Examples: anes- 
thesias, aphonia, paralysis; and less obvious ones like headache, 
Ow back pain, dysmenorrhea. A 
rojection: a method whereby in order to protect one’s sense of 
Security, he transfers to another person or objeċt his own 
(hostile) wishes or inadequacies. xamples: blaming others for 


` Other mechanisms to be mentioned and discussed if time per- 


à 
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mits: introjection, repression, undoing, condensation, symboliza- | 
tion, compensation. 


LECTURE V: PSYCHIATRIC EXAMINATION 
Every psychiatric patient should have a psychiatric examination. 
This is made by the doctor but the attendant can help, if he knows 
what the doctor is doing. For this reason attendants should be 
familiar with the parts of a mental examination outlined below. 
A. History (preferably from sources other than patient): Present } 
illness; developmental and social history; medical history, family 
history 
B. Physical examination including indicated laboratory and x 
studies a5 
C. Neurological examination and any special procedures such 
lumbar puncture, air encephalogram, electroencephalogra™ , a 
Mental Examination: combination of observation and interrogatio™ 
ideally made over a period of a week or more—a cross-section deseri 
tive picture of the personality. Details: 
A, General Observation: os ant 

1. Patient’s dress, mannerisms, facial expression, gait 9 
posture. 

2. Attitude toward examiner and examination. 

B. Perception: 

1. Alertness and orientation as to time, person, place. 

2. Recent memory: since this is based primarily on pe 
ask re present situation, present associates, how he cam 
ete. 

3. Presence and degree of confusion or disorientation. 

4. Are hallucinations or illusions present? 

C. Intellection: A ma! 

1. General mental content—the patient’s storg from which 
other points in the mental examination are dertved- pi 

2. Insight: degree of recognition of the total situation an 
problem in particular. nets 

e 8. Delusions: paranoid, expansive or grandiose, nibilis 
other types. 
4. Judgment as judged by his attitudes, behavior, ete- orso” 
5. Knowledge—general grasp of information, facts, p 
events, ete. 4 slede, 
6. Intelligence: the ability to utilize or apply a 
Special tests necessary for accurate determination. 
judged by calculation tests, practical problems, €t- 


-ray 


ception 
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7. Are obsessions present? 
8. Type of phantasics and dreams 
9. Intactness, remote memory 
D. Emotion: 
1. Type and degree (intensity): depressed, excited, dull, agi- 
tated, euphoria, ete. 
2. Range, and lability, fluctuations, variations. 
3. Interpersonal relationships with doctors, nurses, attendants, 
other patients. 
4. Object interest: work, reading, games, ete. 
» Action: (behavior) 
1. Types, degree, range, impulsiveness. 
2. Participation in occupational therapy, recreational therapy, 
ward work, ete, (and, previously, in assigned details) 
- Sleeping habits. 
. Eating and smoking habits. 
. Excretory habits. 
- Sexual habits. 3 
F. Summarize the chief psychopathological features manifested. 


ti 
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LECTURE VI: MANAGEMENT OF PSYCHIATRIC PATIENTS 
I. Personality qualifications which an efficient psychiatric nurse or at- 
tendant should cultivate 
A. Alert watchfulness: “Eternal Vigilance” for danger signals, 
å suicide threats, combativeness, escape tendencies, etc. 
B. Sharp observation ability— Observations of even minor changes 
in mood or behavior of patients are often of great value to 
physician. 
c. Efficiency: degree of compulsiveness and ii 
effectiveness of treatment, morale of p 
Ward. , : 
B: Tac® patients often must be refused requests, restricted in 
“activities, confined, ete. The method by which these are done 
and explained to the patient may make the patient better or 
Worse, 
č. Native intelligence and good judgment 
teacher” but only if new nurse or thera) 
u, Angas 3 learn. Pen l 
s lo rds pati i ; , 
A. “Bite rome” AY on the part of a patient in 


Certain persons (doctor, nurse, attendant) and the kindness and 


consideration shown by them are most important elements in 


Successful treatment. This requires 


ndustry determines the 
atients, appearance of 


: “Experience is best 
pist knows that he has 
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. Absolute truthfulness, always. . 

2. Controlled emotional responses—do not show anger, irritation, 
annoyance, fear, excitement. (Give examples.) 

3. Active friendliness: patient often cannot take initiative to be 
friendly, may not even want to do so. Consequently the 
nurse must take the initiative in building the rapport. _ 

4. Tolerance: nurse must be tolerant (though manage situa- 
tion) when patient is abusive, vulgar, aggressive, nolsy- 
Often part of patient’s intention may be to disturb environ- 
ment. 

5. Avoid condescending attitude: our patients are adults (at least 
chronologically) and in so far as possible treat them as suc) 

6. Do not argue with patients: Say what you mean and then beet. 
that you mean what you say. Do not try to argue 4 patien 
out of a delusion. ay ae 

7. Use praise and commendation wherever and as often as it x 
justified. We all crave approval, and this is especially tru! 
of the psychiatric patient. 

III. Special Emergency Problems 
` A. Suicide—occurs too often Its 

1. Take precaution: remove sharp instruments, bath robe betis 
glass, etc., shaving, eating, etc. TT) 

2. Observe changes in patient’s behavior. (Suicide often occu! 
as patient begins to improve!) 

3. Remember importance of constant vigilance. 

B. Combativeness: of 

1. Attitude of calm friendliness and firmness particularly 
nurse alone often effective. 

2. Never strike or injure patient. ting 

3. Use enough man power to overcome patient without but 
him. ; 

4. Protect yourself with pillow, blanket, ete. © d 

5. Follow physician’s orders regarding isolation, restfàint, 
sedation. 

C. Feeding Problems: expert psychiatric nurse often can get & 

© to eat who otherwise will not. Importance in the app 

method, etc. e 

D. Escape: often can be suspected by actions, and prev 

before accomplished. + natio® 

E. Physical health problems: fever, dehydration, const port 
urinary retention, etc., all responsibility of nurse tO 


packs 


patient 
roat 


pred 
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IV. Reporting and Charting 
A. Special Importance in psychiatric nursing because 

1. Physician may see patient only a few minutes a day; nurse 
and attendant see him for hours. 

2. Patient often presents more typical picture of himself to 
nurse or attendant than to physician. 

B. Values in charting 

1. Can be of great aid to physician in determining diagnosis and 

| guiding treatment. 

2. Legal value to hospital in case of difficulties. 

3. Good charting improves standard of care and treatment. 

C. Methods of charting 

1. Frequency is an administrative decision. 

2. The ABC’s of charting are: report the appearance, behavior, 
and conversation, i.e., what you see and hear, not what you 
interpret it to mean. 

3. Avoid routine and stereotyped remarks; use verbatim com- 
ments. 

4. Oral reports may be necessary in emergencies. 


LECTURE VI: TREATMENT METHODS 


I. The Primary aim of all medicine is treatment 
A. Variations in application in psychiatry 
1. Patients are usually ambulatory and thus physically able to 
be active. 


» . 
2. Medication and surgery are only for symptomatic help and 
relatively unimportant. 
8. The patient may or may not appreciate his need for help; 
I often not cooperative. 
Forms of treatment 


. Individualized measures: instituted and directed by physician 
1. Ps$&hotherapy—suppressive and expressive types. Nurse 
and attendant may aid patient through suggestion and/or 
persuasion under doctor's direction. 
2. Physiotherapy 
a. Hydrotherapy: exp 
pected results with 
pack. 
b. Massage: indications an 
c. Stress psychological valu 
dures. 


lain indications, method, and ex- 
prolonged emersion tub, wet-sheet 


d methods. s 
e of personal contact proce- 
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3. Medication 
a. Vitamins: types of deficiencies. 
b. Sedatives: indications, doses, toxic effects of common 
sedatives. 
c. Special drugs: benzedrine, anti-syphilitic drugs, endo- 
crine preparations, etc. 
d. Symptomatic medication: tonics, iron, etc. 
4. Shock treatment—explain insulin, metrazol, electroshock. 
Discuss indications; methods; results. i t 
B. General environmental (milieu) measures—(Stress the point tha 
the nurses and attendants have major responsibility for these. 
1. Living conditions: attractiveness and cleanliness of wat 
“comfortableness” and “friendly atmosphere.” 
2. Occupation: 
a. Advantages of keeping patient busy. 
b. Assisting with ward work. y 
c. Special activities in craft work, painting, collecting 
constructing, designing, model making, gardening; e 
3. Recreation (often help available from Red Cross Service) 
a. Some patients do better in group play; others m 
person games (checkers); still others in solitary 84%? 
(punching bag). dedi 
b. Similarly, a variety of recreations should be prow 
indoors, outdoors, competitive, non-competitive. uld 
c. Reading, music and other cultural fields can and shon 
be used—they are frequently very beneficial (con 
Red Cross). 


two 
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PSYCHODYNAMICS OF AUTHORITY WITH RELATION TO 
SOME PSYCHIATRIC PROBLEMS IN OFFICERS* 


Bry CAPTAIN NORMAN REIDER, M.C. 


In making observations on psychiatric casualties among officers in the 
Army, one is struck with the fact that attitudes toward authority often 
figure prominently in their psychological problems. This is to be expected 
since we know that one of the oldest conflicts in human beings, dating back 
to-early childhood, is the conflict between the wish to be omnipotent and 
Self-assertive and the need to secure food, protection and love through 
Obedience to the parents. The widely varying compromises by which 
each person resolves this fundamental conflict determine to a large extent 
his life-long attitudes toward all external authority. 

Furthermore, in a democracy it is difficult to transform quickly a people 
Who lack any great militaristic tradition into a militarized and well-disci- 
Plined organization. The tradition of individualism in which our people 
Were reared conflicts sharply with the requirements of military discipline 
and obedience resulting in the reactivation of the unconscious conflicts of 
childhood. Hence, in the armed forces we see various unsuccessful solu- 
tions to the problem of dealing with authority: over-submissiveness, willful 

‘Sobedience, A.W.O.L. episodes, and breakdowns into illness. 

Favorable aspects of the adult representation of childhood reactions to 
authority can also be seen in military life. ‘The affection and respect that 
à well disciplined soldier has for his superior officers, the pride he takes in 
Us organization, his readiness to submit to authority are, to be sure, imme- 
“ate results of proper basic training and indoctrination. But these train- 
Ng factors serve to mold and polish an already responsive, plastic material. 
io evidence for this it can be stated that when there is pride in an organiza- 
vee respect for superior officers, over and over again one can see as an 
ma gral part of this pride the identification of the enlisted man with his 
aaor officerĴand a participation with them in their authority through 
«n mission to them. From such enlisted men one hears the expression 
š Y outfit is the best one,” and there is no hesitation in speaking to their 
ce Officers about “our organization.” In contrast to this, in the 
i a otis and psychopaths it is a striking fact that there is little identifica- 
eon with their organization or their superior officers. They never speak of 
the Y outfit.” They remain emotionally isolated from and at odds with 
ho group. Very frequently such individuals give the history of a broken 

€, divorce, or desertion. These are the individuals who made no 
Marej ionted at a Staff Meeting of Hoff General Hospital, Santa Barbara, Calif., 
ı 1943, 
55 
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healthy identifications in their childhood and they show the same lack 
in the Army. ' 
Theoretically, there should be no difference between such problems 
enlisted men and in officers, and I really believe that there is no fundamenta 
e w. 
ave 


difference. Nevertheless, clinically we see some shades of difference 
I wish to discuss now. There is not time to cite case material, but Ib 
noticed several specific kinds of problems among officers. How ney 
other kinds of problems there are I do not know, but there are probably 
many. I am not considering those who were maladjusted or patently 
neurotic in civilian life, who would have difficulty in adjusting to military 
life, regardless of circumstances. | 
One problem which interests me is that some men who were apparent y 
quite successful in civilian life become such abject failures in the Armi 
How does one account for such differences in performance? In the Ne 
two different kinds of emotional instability underlie the problems of office! 
of this sort. First, there are those who were pre-eminently successit 
civilian life, just because the drive that motivated them was an exagger® 
protest against early authority. Disillusioned or dissatisfied by wh® ie 
given them in return for their submission to external authorities, they 0Y 


. aes 2 a an! 
compensated in civilian life by bursts of independence and cele " 
zas 


some 
hat 3 


t was 


assumed authority themselves. Because their independence V 
mature achievement but rather a form of rebellion, they feared tha! 
one would surpass them and were constantly driven by anxiety js 
accomplish more and more in order to maintain their supremacy: nly 
possible for such an individual to be a similar success in the military utd 
if he is in complete authority himself. No matter how much respons! mi 
he has to the men under his command, he will tend to turn all his emo fe t 
energy toward the struggle with his superior officers and to re-enact Ei ely p 
them the unsolved conflicts and rivalries of his childhood. faeony pe 
resolved anxieties and forces of rebellion which had been kept benn prea 
surface as long as he was able to outstrip his rivals in civilian life wil 
through in the Army. © ay 8 f 
A second type of civilian success which turns to failure in the Ar poe 
type much more common than the first. It occurs in the individu ind 
success in civilian life was more apparent than real. These are $ pos? 
viduals who were essentially dependent upon others for their succe® gjall! 
apparent achievement was only for the purpose of satisfying ® “tbe 
imposed necessity before they could get their wishes gratified A Ca 
These arc the men who often have very maternal wives or WhO were’ og i 
ciated in a profession or business with abler and perhaps olde ee: 
Sometimes it is quite obvious that these individuals are essential 
ent characters but often it is not evident, at least to the untraine 2 
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The fate of such individuals, so far as I have been able to see, varies with 
the circumstances which they encounter in military life. Should such an 
Officer be placed in a situation analogous to that in his civilian Jife, one in 
which he has the kindly guidance of a superior officer who is affectionate 
and quick to give praise, or should he be stationed in a place where his wife 
can be with him, he may continue to get along well. Should he be so 
assigned, however, that his great need for affection and support is not forth- 
Coming from a figure of authority, he will collapse in one of the very well 
nown ways of falling into illness, such as by developing depression or 
anxiety. This mechanism should be stressed because it is fundamental in 
Connection with the problem of reclassification and reassignment of officers. 
f an officer who shows signs of maladjustment can be studied as to the 
motional basis for his failure of adaptation, recommendations for reassign- 
ment can often be made which have a good chance of resulting in a success- 
ful readaptation, 
There is a third psychological problem which I have noted, which is also 
More common than the first, but fortunately does not give so much trouble. 
t is quite possible for some individuals who are not well adjusted to 
authority to get along well in the armed forces if they have time to orient 
emselves. The reason why such persons require a longer period of time 
to Take the adjustments to authority required in the Army is that their 
adjustment to external authority in civilian life was characterized by a 
Peculiar rigidity. They were free from anxiety, not because they had 
Solved their childhood fears and impulses to rebel, but because they had 
carned to control them by means of unconscious repression and conscious 
bition. Such persons devote such a large proportion of their energy to 
ontrolling themselves by various conscientious devices that they have 
z limited ability to adapt themselves to new experiences. Any change in 
elr external situation or routine, often regardless of whether or not it 
affects their lives adversely, arouses anxiety. Such individuals are apt to 
ave attacks of xiety and depression when they enter military life because 
ey feel her es to be no longer in control of the situation. To some 
th S ìs a major problem. ‘To others, it is simply a minor difficulty which 
situ, ea get over if they have sufficient time in which to master the new 
10n, 
ti T ae is still one other syndrome which I have seen a sufficient number of 
enter to be able to describe. This occurs in individuals not upon their 
much | & the service or after having been in the arun a bet eee # 
Adjust, ater when they are promoted, after having mace an P i oe 
Such ent in milit. life. When emotional difficulties develop unde 
ch cir ee, ; h sure of increased 
Te cumstances they are usually ascribed to the pres rigs a 
ibility which is too much for the individual to bear. But Pdoubt 
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that the responsibility itself is as important as what that responsibility 
means to that individual. In the few instances in which I have had the 
opportunity to go beneath the surface, where promotion was the definite 
precipitating factor, I found that these individuals are closely allied to the 
second group mentioned above; i.e., they are essentially dependent indi- 
viduals with feelings of inferiority and fear of failure, who can adjust them- 
selves only at a certain level. The thing that distinguishes this smaller 
group is that these are the individuals who cannot stand success very We" 
and for whom the promotion means “now you are equal to your superiors; 
be like them.” This state of equality with figures of authority is what 18 
psychologically intolerable to them. Submission is a necessary condition 
for them to be in if they are to get along well. As soon as this condition 
is removed by promotion, they are overwhelmed by anxiety and sometimes 
by depression. 

One last word about the problem of medical officers. They constitute 4 
relatively high percentage of all officer patients. To say that doctors an 
more neurotic than other groups of officers may be true, but I do not thin® 
this is sufficient explanation. I think that in doctors another factor oper 
ates which is an exaggeration of factors already mentioned. The doctor n 
civilian practice, whether he is aware of it or not, gets a great deal ° 
narcissistic satisfaction out of his profession, probably much more than do 
the members of any other profession except the ministry. He is “olose” 
to God” than other men in the sense that he is dealing with life and death. 
He exerts in his way a unique type of authority. Many doctors whos? 
personal lives are very unhappy, who get very little satisfaction oF fyn ot 
of life, get a great deal of satisfaction from their profession, becaus? } 
fulfills their need to be omnipotent, a need which all of us experienc? r 
childhood because of our weakness and helplessness. The persistente 2 
this childhood wish to be all-powerful is often an unconscious factor in th 4 
choice of medicine as a profession. When physicians to whom this unco a 
scious satisfaction is very important enter the military service, the illus 
of omnipotence which had more or less sustained them in private pre 
vanishes abruptly and the emotional needs which were satisfied in civilis 
practice are now frustrated. site 

The facility of making favorable identifications as the prime prerequi s o 
for good morale is just as true for officers as it is for enlisted Me?” to 
differences have to do with age, plasticity, and the ability of the ™™ 3 
meet the respective needs. 
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FUNCTIONAL MUSCULAR DISABILITIES: THEIR 
RECOGNITION AND TREATMENT 


By CAPTAIN EARL SAXE, M.C.* 


Func : 
this ne disability comprises over 50% of cases admitted 
or Which this = ris neurologic disease. The most common entities 
erniated ms I Se manifestation is mistaken are spinal cord tumor, 
a N its mia disc, peripheral neuritis, encephalitis, brain tumor, 
1S the purpose pe a e as multiple sclerosis and syringomyelia. 
— at this stares ear? to R psychogenic muscular disorders 
i muscular disor a , to touch on several methods of differentiation 
Nerapy,, sorders of organic origin, and to indicate the appropriate 


Ccaus 
"ganic ha the underlying psychopathology in these cases, a mistaken 
i tmation aa 1s of serious portent. It represents an authoritative 
bene Work of i patient of a non-existent condition upon which the whole 
pomes iore ‘i illness is consciously founded. The psychopathology 
a ™Ptomatolog eeply embedded and the entire superstructure of somatic 
hs ersion Pains increases in stability. This is especially true where 
y alidism i ptoms are engrafted on real but minimal structural change. 
bythe mE oA lle sg therapy is more difficult and often unsuccessful. 
to stresse, too i ar early diagnosis is therefore quite evident. It cannot 
t Uecdsful aan that this alone is the greatest single adjunct 
fale tain ate. cing therapy. Diagnostic methodology which has led 
into four — of these cases in their variety of manifestation 
c es), ivisions: History, Muscle Analysis, Electrical Testing (of 
ep “ful 
a 


mep 2S tem attacks of conversion hysteria 
h Porary amblyopia or aphonia. 


If not diagnostic in itself, 
of the psychogenicity of 
y cases the 


Ni 

sfo Pathe i 
i tm o a than the ability to utilize a particu 
Matization is based on the experienti 


NY , St mu 

By Mes oa and muscle-groups. Several exam 
the fea of this procedure. 
ever leg; he suffered an apparent | 
N » When flat on his back, his legs ex 

eur : 
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abduct both legs against resistance. The patient’s psyche did not know the 
quadriceps was not only an extensor but also a leg abductor. The same 
confusion of physiology often exists in the dual function of the biceps brachii 
of flexion of forearm and supination of the hand. a 

Testing the same group of muscles with the patient in various positions 
isalso auseful maneuver. Patient Y gave evidence of biceps and hamstring 
weakness when lying face down with legs flexed on thighs, but when he i, 
up on a table, with legs hanging down, good function of these muscles W 
demonstrable. 3 t 

The testing of associated movements is also of great diagnostic imp 
Patient Z with hemiparesis not of organic origin showed weakness of a 
deltoid and pectorals on the involved side. However, when asked a8 
extend his arms with palms together and forcibly resist separation, it W 
found that the resistance was equal bilaterally. 

It has been noted here that use of the involved part is accomp 
an over-activity or over-dramatization of the part and contiguo 
tures, e.g., Patient W with hysterical foot drop, when attemp 
dorsiflex the foot, bends his knee and raises his hip off the bed. at’ 

It has also been noted that the grotesque nature of gait disorders js 


è $ ‘ atien 
tributed to weakness of particular museles disappears when mee of 


anied bY 
us stru% 
ting 


directed to walk on heels or toes, backward, sideways, with eyes 
closed, i.e., in a manner in which he is not accustomed to walk- 7 pers! 
In many instances of paralysis of the hands diagnosed as pen og 
neuritis or neuroma, an attitude of rigidity is assumed on attemp n tio? 
the fist. Careful palpation of the forearm during such attemptee ™ veil 
reveals good contraction of all the muscles including the extensors 30" 
joint of hand and wrist is fixed. When such cases of paralysis °° «gt 
ciated with gunshot wound or other injury to the bones of the wns ‘you! 
the paralysis is ascribed to the trauma. A simple neurologic fact i tb? 
obviate such mistaken diagnosis: The power for finger flexion aris f 
upper part of the forearm (because the nerve enters thes? muscles ? p ; 
To st{mmarize, muscle analysis points the disparity betwee” the ial! 
ology and anatomy of muscle on the one hand and the expe 
assumed functions as manifested by hysterical somatization on. m fo” 
hand- When carefully carried out, it clearly differentiates org 
functional muscular disorders. tbe 
Electrical testing need not be dwelt upon. It is performed for upit i 
of completeness, to assure the continuity of the nerve-muse ro 
revealed by transmission of the electrical impulse. At times this P 
is of definite therapeutic aid. jg Og 
A most valuable adjunct diagnostically and therapeutically od" 
synthesis induced by either sodium pentothal (0.25-0.5 gms- | 
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amytol (0.25-0.5 gms.); amphetamine sulfate (0.01-0.02 gms.) is given with 
the sodium amytol. Intravenous injection is given slowly, watching the 
Patient carefully for the desired state of narcosis. In some patients during 
this period, hysterical muscular disabilities miraculously clear up. Others 
obtain slow improvement after persuasion and several treatments. More 
resistive cases improve only after ventilation and release of emotionally 
laden material. An interesting example is that of a 27-year-old sergeant 
admitted to the neurosurgical service for peroneal nerve exploration and 
repair. This supposed neuropathology was complicated by a fractured and 
extensively burned lower extremity. Electrical studies were normal but 
Some atrophy was present. It was felt, however, that he was suffering 
from hysterical paralysis. Barbiturate narcosynthesis confirmed this 
Suspicion, 
This procedure is not entirely without its dangers. Three patients 
Scame violently assaultive, requiring restraint, and on a few occasions 
jomked Paranoid reactions were released. No serious results followed, 
ortunately. The patients who have been accused of malingering in the 
a feel the procedure to'be a direct attack on their persons and integrity, 
nu Consequently violence may result. However, by far the greater 
ao er of cases have benefited by this procedure and it has proved in- 
‘mably valuable in diagnosis and treatment. 
l varieties of muscular involvement can occur. Flaccid paralysis is the 
post common type seen, but the spastic variety does occur and occasionally 
vey dramatic form. Patient V sustained soft tissue injury to right hand 
Market which he developed spastic paralysis. The spasticity was so 
is é | there was maceration between fingers, the nail of the little finger dug 
S Ply into the index finger, and x-ray revealed changes in the joints of the 
ai Under barbiturate the spasticity changed to flaccidity. Even- 
y the paralysis disappeared entirely and he was sent back to duty. 
i 'sability of back musculature is common and is cither spastic, resulting 
F "gid back and neck, or flaccid, resulting in a right angle bend at the hips. 
best, Y type of nékrotic disorder responds well to therapy ordinarily. At 
Riven uch therapy is superficial, however symptomatic. Relief is often 
functi and sufficient adjustment made so that the patient can once more 
Da fairly efficiently in his military environment or contribute to 
n a Hort as a civilian. ; N LGA 
for p Mmary, it may be stated that early diagnosis is of prime importance 
car] e Successful treatment of these psychogenic muscular disabilities ; that 
testi lagnosis depends on careful history, muscle analysis, electrical 
Cong, &, and barbiturate narcosis. It is essential that all the muscles 
ned with the activity of a part involved be carefully tested. 
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Nature and Treatment of Mental Disorders. By Dom THOMAS Vema 
Moore, M.D. Price $4.00. Pp. 312. New York, Grune & Stratton, 
1943. ; 
Father Moore has presented his views on psychopathology and, in much 

greater detail, his techniques of therapy “by psychological analysis « +" 

free association and dream analysis... family reorganization .. - Gan a 

tional therapy... bibliotherapy” and other methods. The techniq 

are highly individualized and eclectic but, on the whole, sound, desp 
the author’s polemical preoccupation with certain features of psy?" 

analytic theory with which he docs not agree. (K. A. M.) 


War and Children: A Message to America. By ANNA Freup and Donor 
T. Burtincuam. Price $3.50. Pp. 191. New York, Medica! | 
Books, 1943. , nology 
This book is a very important contribution not only to child psy¢! ns of 

in wartime but also to child psychology itself. The different reac a") 
the child to air raids, the relationship to the mother, the damage 4° d 
sudden ill-guided separation from the mother and the conscious oy oint? 
conscious conflicts of the mother are clearly discussed. The boo p jot 
out the fact that air raids are traumatic not because they bring a rst e | 
to the child at an early age but because destruction in the world hin ssion” 
ae g esing, repressing and sublimating his own agete 


aw 
Investigation of the Technique of Psychoanalysis. Edited by Eoad 


Grover. Price 10s.6d. Pp. 188. London, Baillitre, Tindall 
1940. 


ints, both cs 
Replies to questionnaires dealing with many technical points, Bonaly) 


cal and trivial, in psychoanalytic treatment from 24 British psy¢ t the A 
form the basis for this short discussion of technique. It appears ies auth? 
is no unanimity of opinion regarding many moot points, and w 


: rev 
hopes his book will stimulate symposia and discussions leading toe 
standardization of psychoanalytic technique. (R. P. K.) 


, Lo nd” 
The Collected Papers of Wilfred Trotter. Price $3.15. p. 194. api 
Oxford University Press, 1941. a Ws 


w 
The son of Wilfred Trotter republishes in this small book ten m pod 
were originally prepared by his father as addresses to various me men pel 
and which deal mainly with the philosophy of medicine. I rote e of us 
collection highly; first, because of its good sense; secondly, beet ting | 
excellence of the writing; and, thirdly, because of the very stimt | 
chapter. (K. A. M.) pr 
2 0. 
The Neuroses in War. Edited by EmanurL Mutter. Price $2.5 ay 
250. New York, Macmillan Co., 1940. er the jo 
Eleven British psychiatrists, all with dynamic viewpoints, ui out! | 
of war neuroses from World War I to the present war experien¢ 
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clearly the great advances made since 1914-18. There are several valuable 
chapters on treatment—hypnoanalysis being especially well discussed. This 
1s essential reading for all psychiatrists and recommended .reading for all 
Physicians. (R. P. K.) 


Mental Iliness: A Guide for the Family. By Eprra M. Srern with the 
collaboration of Samunn W. Hamrox. Price $1.00. Pp. 134. New 
York, The Commonwealth Fund, 1942. : 

„A long needed little book of advice for the relatives of mentally ill pa- 
tients has been carefully prepared and written with exactly the right spirit, 
e right content, the right style. Advice concerning problems prior to 

a ission, during and subsequent to admission and subsequent to discharge 

are all taken up in short succinct chapters. A slight bias against private 

ho bitals is inadvertently manifested in places, but in general the author is 
Onest, clear, fair and straightforward, (K. A. M. 


Convulsive Seizures. By Tracy J. Purnam. Price $2.00. Pp. 168. 
Philadelphia, J. B. Lippincott Co., 1943. ; ; 
f S a sound, scientific and well written manual presenting the medical 
ae and commonly accepted theories about convulsive disorders, this book 
Shas be of great value to patients, their families and friends. It is not a 
t anual of home therapy but is so written that it will supplement the at- 
ending physician’s advice with general information. The book has a com- 
Parable function to that of Stern’s Mental Iliness, and the various diabetic 
anuals, which have proved their value when placed in the hands of a 
Patient’s family. (D.D) 


Methods . WH j j: By Henry D 
of Treatment in Post-Encephalitic Parkinsonism. By HENRY D. 
w pe iiei Price $2.75. Bp. 164. New York, Grune & Stratton, 
C3 1949, T 

PaaS is a very useful monograph on the problem of post-encephalitic 
the “insonism. The author discusses differential diagnosis, many forms of 
and Py including chemotherapy, serum and vaccine therapy, surgical, fever 
loiq, Roentgen therapy as well as treatment with drugs other than the alka- 
aut}, Particularly stressed is the “Bulgarian Treatment” which the 

hor believes to be superior to any other alkaloid, including Rabellon. 
(M g therapy ig likewise stressed. There is a very good bibliography. 


& 
ie Subnormal Adolescent Girl. By Taropora M. Asri and Erann F. 
D TINDER, Price $2,50. Pp. 215. New York, Columbia University 
Tess, 194 pei 
Thig i 942. ; MAL O 
828 Derh iting on the feebleminded to arouse interes 
athusiasm in ead Who ‘have done Sega mte pron the 
inded. Th h and techniques of modern psychology ar 
wire cnduions | amn M ie aque an peyeho” 
Ogica] Tizing the subnormal adolescent girl., : Oe atten oon 
ct With @azess of this volume recommend it to all who may 


normal persons. (D. R.) a 
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Central Autonomic Regulations in Health and Disease. By HEYMEN R. 
Mirus. Price $5.50. Pp. 430. New York, Grune & Stratton, Inc., 
1942. 

That psychological conflict can lead to somatic disease by way, of the 
autonomic nervous system implies the existence of central autonomic regu- 
lation in the higher nervous centers. In view of recent erroneous ideas 
about the hypothalamus as an initiator of emotions it is especially gratifying 
to see Doctor Miller’s emphasis on the part played by the cortex as well as 
that of lower centers and his avoidance of the error of neglecting the psycho- 
logical aspect of emotion. The book is an excellent, well documented ac- 
count of our present state of knowledge of both the physiology and pathol 
ogy of central autonomic function, a field of medicine which is becoming © 
growing clinical importance. There is a very good chapter on the anatomy 
of the hypothalamus. For clinical use the book is undoubtedly the best 1 
its field. (M. G.) 


Nervousness, Indigestion and Pain. By WALTER C. ALVAREZ, M.D. Price 
$5.00. Pp. 488. New York, Harper & Brothers, 1943. ly 
Walter Alvarez has here contributed another addition to the recen 

begun series of books on psychosomatic medicine. It is characterize és 

his ingenious shrewdness of observation, interpretation and clinical maneg is 

ment. The material is not labeled psychiatric or psychosomatic, but 1 

both. The average physician who reads it would double his efficacy 

putting its principles into practice. (K. A. M.) 

America’s Last King. By Manrrep S. Gurrmacurr, M.D. Price $3.50 

Pp. 426. New York, Charles Scribner’s Sons, 1941. 


«. nes 10 
This excellent case study of the five attacks of cyclothymic illnes th 


George III is a cherished addition to the library of the psychiatrist. ad 
a great deal of effort, the author obtained access to letters, recor & chi- 
nurses’ notes which he has assembled with great pains. American psy’ ood 
atrists, in particular, should read the book and get a new notion of t 19 a 
qualities of a poor, sick King whose compulsions (rather than malice or, M?) 
led to his provocative mismanagement of the American colonies- (KA 


an VAN 
Psychology Through Literature. By CAROLINE SHRODES, JUSTINE ork, 
Gunpy and Ricard W. Huspanp.- Price $3.50. Pp. 389. New 
Oxford University Press, 1943. ists KP 
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ORIENTATION TO STUDIES IN PSYCHOPATHOLOGY 
By OSKAR DIETHELM, M.D.* 


a the field of psychopathology, which embraces all pathological varia- 
ie rhs the functions of the personality, many divergent investigations 
ws ‘ime carried out. It is necessary that these divergent tendencies 
= ee to each other by well-recognized and accepted principles of 
Ether - There does not seem to be any justification to consider psycho- 
cena as fundamentally different from pathology. This point has 
BAE een disputed by some of those who accept the concept of a psycho- 
Te Bieally integrated personality. The fact that psychodynamic factors 
tegi very important, forcing psychiatrists to consider new theories and 

niques, does not allow the claim that a new science has been created. 
TAN point has also been raised that psychopathology means essentially 
F SEE and disturbing behavior in interpersonal relationships. These 
ot eee and their disturbances are important, but not more so than 

Th Unctions of the personality and their pathological changes. 

i A definition of psychopathology is the same as that of pathology; 
eee which are unusual in degree, or occur within the wrong age 

pare pathological. 
te oe investigations in the 
th ys the fruitful lives of Kraepelin, : 
em, eir turn, made use of contributions of preceding generations and con- 
ofe Porary workers, The application of scientific psychologic methods and 
arefu] description of what can be observed was followed by the develop- 


t of methodsewhich permitted the study of psychodynamic factors. 
nt and to physiologic mani- 


fest D ationslfip of the patient to environme 

as became included in the psychopathologie realm. At present, 

Droge t athology can be considered to be on a sound ee ee 
S should ne der Dogmatic theories whic 

3 pemorart ar pr i ment considerably will 

hed a desirable degree 


hay 5 
re from 4 
com  time to time impeded scientific oe 
as reac’ 
oh dge that reliable and 
d, that a clear 


field of psychopathology represent the 


te 
ea Janet, Freud, and Meyer, who, 


Claas: 

4 Stabj less influential when psychopath 
aliq ty. Most of the workers of today acknowle 
M SYchologic tests and experiments have to be mastere 
tion et Rf Tork i Cornell University 
| ena ollege ne Fevehiatys The Ney on Poe m Staff Seminar.of the 

Ber jee? NeW York. This paper was 
linie on July 2, 1943. 


f 
f 


65 3 


66 OSKAR DIETHELM i 


description of the facts observed is essential, that psychodynamic investi- 
gations should be far-reaching but critically guided and must include per- 
sonal and environmental factors, that physiologic implications are always l 
present and offer valuable investigative possibilities. Isolated observations 
are of very limited value. An accumulation of isolated observations on 2 | 
vast group of patients may appear impressive, but these findings have led 
to contradictory results and rarely advance psychopathologic knowledge. | 
Tests and experiments should be repeated at different times on the same — 
individual. These rules apply to psychologic and physiologic studies. In | 
order to elucidate the various points made, I shall refer to the work of the | 
group at the Payne Whitney Psychiatric Clinic, including reference to | 
published, as well as yet unpublished, results. 


1. PSYCHOLOGIC EXPERIMENTS AND TESTS 


3 : ived 
Sound psychologic knowledge is necessary to achieve carefully conceive 


and valid experiments of personality functions. This statement shou 
be self-evident to physicians who demand that physiologie experime? 
should be founded on sound physiologic knowledge. 
Psychologic tests may be used for psychopathologic in 
However, these tests are frequently too complex and cover too broa i 
field. The use of intelligence tests is very limited and specific clinical tes 
should be planned to investigate selected psychopathologie reactions: ; 
perusal of psychiatric literature reveals that far-reaching and general? 
conclusions are too readily drawn and that impatience causes P 
to use clinically findings which are still in the investigative stage. 
more, the tests are often administered by persons who either may no e 
satisfactorily trained in the methods of administering the test or 31° 


gych? 


vestigation: 
sufficiently experienced in offering it to psychiatric patients. i. PA pich 


hysician 
Farthe 
t De 


pathologic investigations, the giving of the test is an experiment 10 


Joret 
sider? 
the course of the experiment as well as the final outcome must be oe w nich 
f tests 


Psychiatrists have been inclined to recommend the yse 0 necep 
0 
“Vv! 


do not fulfill the necessary requirements. A brief review af the © r serv? 
of reliability and validity and their application to current tests may stl 
as illustration. Reliability indicates the accuracy with which 5 due 
measures a given function and how well it excludes variations in 8°). era- | 
to chance errors. Most of the older tests mentioned in psychiat™!® | ong 
ture have been advocated without any determination of reliability- 
the tests now in use, Hausmann’s Absurdities Tests have so 10W | 
bility that the tests cannot be considered reliable. This low reli2? (M 
almost certainly related to the small number of units in the ta 3 th? 


R. Jones and O. Diethelm). The validity of this test (the ability gl! 
e is also } av 


test to measure the function that it is supposed to measure) his test 
his tes 


questionable. The functions which are to be studied by t 


ee 


k 
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not been defined. Conclusions drawn from the findings of this test have 
been widely accepted and have influenced current concepts of schizophrenic 
thinking disorders. A critical review of other tests used for psychopatho- 
logie studies gives similar discouraging results. 

Tn selecting tests and experiments, it becomes obvious that any thinking 
disorder, minor as it may be, must be considered. Disorders of thinking 
may be transient because of emotions which may or may not be related 
to the experiment. In psychopathologie disorders, one should evaluate 
Carefully whether the patient is able to understand fully the necessary 

Ctails, to correlate them, and carry out instructions. A varying degree 
of Indecision, which may be due to a considerable number of factors, must 

e considered. Frequently, patients may be bewildered by the multitude 
y requirements and by the complexity of the task. Perplexity is a similar 
eaction, more intense and accompanied by anxiety. In puzzlement, the 
Patient, wonders about the meaning of his observations. Emotions, es- 
py anxiety, accompany these reactions and in turn affect the progress 

the experiment and its results. 


2. PERSONALITY INVESTIGATIONS 


3 In any kind of investigation, one must consider the whole personality; 
Ha the individual with a certain endowment at birth, his growth affected 
Ni To experiences, and the role which both reality and phantasy play. 

though the patient is studied in the present, his attitude to the past, 
Present, and future must be taken into account. Somatic factors are 

Ways>present. Furthermore, one must inquire into the relationship of 
Xe somatic findings to the personality function which is under investiga- 


ion. The significance of the findings must be evaluated according to the 


ii e 
dividual physiologic reactions. In the study of leucocytosis, unusual 
Further investigation 


a ngs were noted in various types of depressions. rthe v 
ealed that leucocytosis also occurred in connection with intense anxiety, 
ae and resentment. In some individuals, these emotions were not 
companied by Ieucocytosis but other physiologic changes were noted, 
: > Mereased fasting sugar. The same psychopathologic reaction may 
accompanied by different somatic expressions in different individuals. 
© question whether one prefers to remain within an objective-descrip- 
realm or manipulate dynamic factors depends on the problem which 
fac eing studied. The distinction is one of degree. Tt is essential that any 
Observed be described in well-chosen, unequivocal words so that an- 
€r person can make the same observation and agree or disagree with the 
nelusions, It is also essential that one recognize and evaluate the con- 
Presence of psychodynamic factors. 
© claim that observations should remain on an objective level anu that 
Ctive Scrutiny should be disregarded cannot be maintained: In the 


tive 


C 
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evaluation of emotions, anxiety for instance, many objective signs are 
available, but how the subject feels can be described only by him. The 
observations of the subject are valuable as amplification and may even be 
made the topic of considerable investigation. 


The tendency of clinical investigators to generalize is most unfortunate — 


‘in present-day psychopathology. Many psychiatrists glibly use words 
like “anxiety” and “compulsions,” finding them in every disorder, 22 
making them the central dynamic and psychopathologic factors. By 
making terms too inclusive, these authors disregard valuable knowledge 
acquired in the past, and are thus prevented from noticing obstacles 38 
well as leads, the investigation of which would add to our psychopathologi 
knowledge. In my own studies, I was able to demonstrate some of th? 
differences between “negativism” and “aversion.” In recent years, how 
ever, “‘negativism” has been expanded in the field of child psychiatry to tha 
extent that the original meaning has become entirely obliterated. Thes? 
observations of “negativism” in children are a valuable addition to OF 
clinical knowledge but should be investigated most carefully and describe! 
in clear terms. It must be proved that these observations correspon! oa 
actly to “negativism” and it must be established that they express psych? 
logic reactions which are in accord with the psychopathologic reaction © 
“negativism,” and in what way there are similar or identical reactions 5 
volved. y 
The influence of emotions is always present. It is therefore necessi 
that they be evaluated in the investigation of psychopathologie react 
One has to single out the various types of emotions, their intensity, 4 
their gradual or sudden development and their duration. One abo 
inquire how the subject experiences the emotion, what the emotion miy F 
to the subject and to the observer, and whether there is a symbolic sien i 
cance of the emotion. These points are important whether it is pino al 
the emotional reactions or their physiologic influences which are ait 
studied, or the ever-present influence of emotions on, other person c 
functions. The interference of anxiety and resentment with,;memory A 
tions has been demonstrated in psychoneurotic reactions in patients yeh 
40 years of age and in senile patients (O. Diethelm). In some PSY tp 
neurotic patients, a gross disturbance in the functions which an 
reasoning has been observed in the presence of anxiety when it reae gion! 
sufficient degree (L. Welch, L. Long, O. Diethelm). Strong 97.5 
anxiety may lead to a disorder of thinking which is expressed in beat 
a mild degree of illogical thinking, and varying degrees of incohere?®, (0, 
factors of elation are present, all these symptoms become increas” jons 
Diethelm). In addition, ability to concentrate and flow of 2550% The 
may >e considerably affected (L. Welch, L. Long, O. Diethelm). yti? 
effects of intensive anxiety may necessitate a change in psy choa; 
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technique (B. Mittelmann). A special type of “resistance” may result 
from such anxiety as well as from resentment (O. Diethelm). 

The psychologic study of the growing child by psychopathologically 
trained physicians has been most fruitful. This type of research is still 
m its beginning and much can be expected in future years, especially if 
Careful observations can be continued from infancy to adolescence. The 
Concept of regression can be tested in an experimental way. The disorgan- 
‘ing influence of emotions on the growing personality can be determined. 

he concept of habit-formation can be submitted to a critical scrutiny. It 
Should be possible to get closer to so-called constitutional factors and to 
P ose reactions which are now designated by the terms of “character 
ee and “psychopathic personality.” The comparison of the findings 
fe he direct, study of small children with those of the same individuals 
is ater life will permit us to determine whether the first few years of life 
on the ones in which personality patterns and psychoneurotic disorders 

Sinate, or whether later life experiences are of more fundamental im- 
Portanee than is accepted at present. 

e d knowledge of the changing personality through adult years to 
escence will become the necessary foundation for the investigation of 
TR unclear psychopathologic reactions. Many clinical difficulties which 
illn ay hidden behind convenient terms, such as mixed reactions, latent 
he habit deterioration, dementia, will become clearer and will no longer 
 7¢Sent insurmountable obstacles to clinical progress and to treatment. 
dis Progress which has been made in the treatment of the personality 
Sorde?s of late life has been primarily due to increased psychologic, 
Ysiologic, and psychopathologie knowledge of this age group. 


i 


3. PHYSIOLOGIC INVESTIGATIONS 


Investigations in the physiologic field may greatly enhance the value 
eval 7 chopathologic findings. They may corroborate the subjective 
uation of emgġional experiences. Correlations between physiologic 
Personalityfunctions offer leads for further well-planned investigations 
A S Cither line. Several faults have hampered progress. The tendency 
3 °nsider correlated physiologic and emotional findings in the sense of 
Path, and effect has resulted in ready explanations of involved psycho- 
With , gic ‘reactions. The clinician has correlated physiologic findings 
bes clinical entities which themselves have not yet been well defined and 
“bed. Frequently, psychiatric investigators have lacked sufficient 

Eia Ysiologic knowledge, or physiologically well-trained physicians have not 
Studie psychopathology. The only satisfactory basis for physiologic 


Whi es in psychopathology seems to be a combined type of research in 


the ch these two types of investigators work asateam. On the other nand, 
However, the 


sl h : a p 
Ortcomings of cooperative research work are obvious. 


alon 
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mastery of psychopathology and physiology does not seem possible to 4 | 
degree which will permit critical, independent investigations. 

Psychopathologic research in collaboration with pharmacology and 
organic pathology should prove to be fruitful. Histopathologic investiga- 
tions of the brain have advanced our knowledge of senile disorders very 
little. By minute psychopathologic and neurologic observation of senile 
patients, material can be made available to the histopathologist which 
will permit him to note concurring psychopathologic and histopatholog!® 
changes. 

The current tendency to investigate the relationship of emotions t0 
physiologic functions seems justified. However, one cannot conceive 
that the physiologic study of involved psychopathologie reactions can 8 


fruitful if one refuses to consider the influence of changing emotions upo? 
physiologic functions. Individual reactions vary considerably. In 
not1o 


physiologic investigation, the individual personality setting, the en 
that are present before and at the time of the study, and the psycho 
pathologic setting must be considered. The person’s attitude to his body 
including type of anticipation of and reaction to pain, must be evaluate 4 
The inborn tendencies of body response as well as of emotional responsive 
ness and display should be examined. Only with those facts establishe 
will it become possible to investigate critically the broader psychiat 
reaction type or disease entity. 

The value of physiologic investigations in the psychologic and p 
pathologic study of anxiety is well recognized. For many reasons ps 
pathologists have postulated that anxiety represents a f ‘undamental em? 7 f 
of which fear and tension are merely different expressions. Resu s a 
physiologic studies under the influence of varying degrees of intensity * t 
duration of fear, anxiety, and tension have, however, cautioned 28% ic 
accepting the current psychopathologic formulation of anxiety aS the 
emotion. Recently, interesting findings have been observed in the ne 
of adrenalergic and cholinergic factors in the blood rpder the ini ot 
of different emotions. The findings relating to prolonged an! wren) 
feelings of emotional tension are different from those of anxiety V” 
Milhorat, E. J. Doty, O. Diethelm), pres 

Physiologic studies have forced us to reconsider the concepts of ri e of 
sion and dissociation. The distinction between the direct in we tbe 
emotions and the indirect becomes of great importance. There gjo 
possibility that avenues may become available to study unco? 
activity.” af on 

In conclusion: the field of psychopathology offers interesting TA 
couraging possibilities for investigation. Psychopathology is of fun no 
tal importance to clinical psychiatry. The understanding 2” Re, co” 
of personality disorders must be guided by critical psychopatholos 
sideration. i 


sycho” 
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UNUSUAL ORGANIC COMPLICATING FACTORS IN 
CONVULSIVE SHOCK THERAPY 


A. E. BENNETT, M.D.* 


ie value of convulsive therapy in affective disorders is fairly well 
Stablished. The safety of the treatment and prevention of serious com- 
plications have been enhanced by the modification of curare. This method 
a widened the scope of treatment so that many patients with serious 

ganic complications can be successfully treated. It is believed that many 
ie serious disabling affective types with organic disease could be suc- 
essfully treated. Contraindications for this therapy are exceedingly rare. 
he I would like to report a few illustrative cases that have been successfully 

tated to encourage others to expand the treatment where indicated. 


vi se I—A Jewish woman of 68 for 10 years had symptomatic poly- 
toe emia and thrombo angiitis obliterans. In July, 1941 the left great 
ar Was amputated followed by a mid thigh amputation. Severe painful 
eau of the entire left leg and toes continued. The patient became 
nnn hee insomniac and tearful, “I don’t know how I can stand it. Nothing 
ut help me. I would be better off dead.” The amputation stump healed 
refu the patient’s agitated depressed state became worse and she totally 
Ds sed to use an artificial limb. On August 20th she was admitted for 
Ychiatric treatment. 
stant mental status was that of a typical anxiety depression. Her con- 
syeh d cocCupation was pain in the left foot and leg (phantom limb). 
who genic factors were antagonism against a recent daughter-in-law 
she felt had replaced her with her only son., è 
of at eight curare electric convulsions the depression and all complaints 
t =e phantom limb disappeared. The patient became active and learned 
nines on the artificial limb. For two years she has remained well ad- 
1 Cg and has had no recurrence. 
ise JI—C. E., age 50, following 10 y: 


Vi i 
thees developed hypertension. In 1940 two serious attacks of coronary 
osis oecur<ed and he retired from business to California. His 


d depression progressed to a state 
i ent in a psychiatric sani- 
dehy resulted in no improvement. He then returned home. His somatic 
Wag “lons caused him to restrict his diet to strained baby foods and he also 
Action “NE excessive barbiturate medication for sleep. The mental re- 


n ca itation, d ion and 
Some Pon admission was that of acute anxiety, agitation, depressio: 
autri paranoid ideas against the family. The Sa pas ae 
“Omplieaz; extensive arteriosclerosis and & hypertension ` 

* 


ting factors. 
Memorial Hospital, 


i Clarkson 
pisha d before the Staff 


Om, Sear ; 
ha, Nebr partment of Neuropsy obi wing one were rea 


4, Ni 
minan \cbtaska, Thi d the follo 
r . This paper an 
of the Mounier’ Clinie, September 29, 1943. 
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After 4 curare electro-shocks the blood pressure was 170/95. Gradually 
he became interested, ate normally and slept well. After 7 treatments 
he was markedly improved, then had a slight recurrence and was given 
2 more treatments, dismissed in 51 days. This patient has remained ven 
well mentally, supervises his business and has given up his hypochondriaca 
complaints. He takes regular rest periods; while carrying hypertension 
of 220/120 he has had no new cardiac attacks. a 

Case IIJ—R. M., age 33, developed acute manic excitement follo Ge 
operation for a ruptured appendix. Upon admission physical examinati! z 
showed a fecal fistula and a gaping right rectus incision. He was p 
tremely active, talkative and failed to become quiet with large doses ht 
sedation. The mental reaction was typical of manic excitement with flig 
of ideas, euphoria and overactivity. from 

He was placed upon narcosis therapy for 5 days, then the fistula i a 
the ileum and the incision were closed. The excited state continued The 
12 days postoperative 3 curare electric treatments were given. and 
excitement subsided and the patient rapidly gained 13 Ibs. in weight 
was dismissed fully recovered in 42 days. -oti¢ 

Case IV—H. M., age 52, a world war veteran with a psychonewrr yn 
background since childhood had carried a partial disability rating intil 
the war from gas poisoning. He was very successful as an architect e 6 
the economic depression, but his marriage adjustment was poor du 
partial impotency and autoerotic conflicts. sety de 

Eighteen months before admission he developed an acute anxie Yie 
pression and remained in the U. S. Veterans Hospital during en fe 
Because of suicidal attempts he was kept in constant restraint, tu ed t0 
and under sedation. He lost 40 Ibs. in weight. He was then releas 
our observation upon request of the family physician. n yeight 

Upon admission the striking feature was nutritional deficiency, nere Í 
112 lbs. The mental status is best described by his complaint, the ail 
a terrible force that constricts my throat and lungs, that squeezes nect 
out of me and tries to prevent me taking another breath. It’s all oT wort 
with my nerves which are all shot by worrying so much. I guess n 
so and it is the cause of all this. It keeps me from sleeping. to pelp 
sleep without sedatives and they don’t help me. Oh, it is too late A 
me. I know I will die soon. Every breath takes more streng orrib!® 
the previous one. My worst worry is sleepless nights. eqibey are d PE 
another one will kill me... ete.” = comp!” | 

High caloric diet, sub-shock doses of insulin with vitamin B elect!” 
were given. No weight gain occurred until after the 3rd curaro i g uns 
shock. Then a very rapid gain occurred, 38 lbs. within six wee gsl 
After the 8 treatments the patient became hypomanic and quite he move t 
but cooperative. Ten treatments were given and after 61 days insig” 
out of the hospital with his wife. He fully recovered with exce: len 7 
and has remained well over one year. veloped st 

Case Y—Mrs. W. R. C., age 37, in December 1942 had de paties ; 
marked degree of exophthalmic hyperthryoidism. At this ar ra 
was very tense, euphoric and overactive. The basal metabo! at j oe 
plus 43. Iodine treatment was given without benefit. Jani that S 
the P:M.R. was plus 42 but the overactive reaction was so 81° 


A 


COMPLICATIONS IN SHOCK THERAPY 73 


Reed to the psychopathic hospital, under the care of Dr. D. C. 
ae of Portland, Oregon, with all the characteristics of acute manic 
MERN For many days the patient was so disturbed that she slept 
Mere y never, and barbiturate sedation was ineffectual. All nourish- 
was given by nasal gavage, and a rapid weight loss occurred. 


jap Consultation With the surgeons and internists it was agreed the pa- 
ent’s condition was so critical that an operation would be likely to ter- 
itted to continue it would 


eve fatally, and if the manic state was permitted to 
a oo fatal. Daily spinal drainage and more iodine treatment were 
but without benefit. 
leor February 23rd, after consultati: 
ro-shock therapy and by March 


on with me by letter, Dr. Burke started 
mmedi y a 11th eight treatments had been given. 
a iate and rapid improvement followed. On March 10th deep x-ray 
nta. was begun, five treatments of 15 mills. two minutes and 100 
a os each were given. On March 7, the B.M.R. was plus 63, on 
ok. 31st plus 49. The patient relapsed slightly and 3 more electro- 
treatments were given for a total of eleyen treatments. On April 

Patis thyroidectomy was performed, uneventful recovery followed and the 

ent was dismissed April 17th. She has remained well since. 


Wi A . . . x k 
€ have treated many other affective states with organic complications, 


Mog; l 
ny t of them successfully, but some without favorable response. A 


tore ty patients with cardiac complications and hypi RA 
ave res from severe depressions. A number complicated with = ae 
Sonism i onded well. Pernicious anemia with combined sclerosis, Parkin- 
tal ei nfantile spastic paralysis, residual anterior poliomyelitis, congeni- 

ne disease, tabes-dorsalis, inoperable malignancy, pregnancy, all 


Comp) 

Plicati : A 
lect, ating serious affective disorders, have been treated with curare 
; y disease, chronic 


bronchienr E Yi i ‘ever, pulmonar 

Uhiect... Vithout disaster. However, P A 

ai and decompensated rheumatic heart disease have been 
ed to a point of shortening life by the therapy. 


CONCLUSIONS 
ning the severity of the 


Th 

e ; 

Cony modification f alee 

i ‘are electro-shock by less 

S = has fad oe te f the therapy. Most of 
a „oe the scope of the 

e gee an tn o ad T anic diseases Can be 


by org iseas £ 
contra-indications in our 


d cardiac decompensa- 


eyi 
S er 7 i 
Necesarul aff€ctive psychoses complicated 


eet Ne 4 treated by this method. The only 
lon, "0e have been active pulmonary infection an! 
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PSYCHOLOGICAL FACTORS IN ASTHMA* 


By SELMA LANE, R.N. 


. F ived 
The personality structure of persons suffering with asthma has receive 


considerable attention in the literature of psychosomatic medicine nly 
This topic is of subjective interest to me, because for many years I ; fe 
been subject to attacks of asthma. But until I began to study psyobia i y 
nursing in March 1943 and came in contact with people who stress the 
importance of psychosomatic medicine, I was only slightly aware 9 il- 
emotional factorsinvolved. From the many case reports and studies avin 
able! 5 7: 8 I have attempted to draw the following composite pona 
the typical asthmatic patient, to which I shall then append some mate 
derived from observing myself. 

The person who suffers from asthma from early childhood 
ings of anxiety and insecurity which are greatly accentuated by con i js 
situations, or by situations in which he must act independently- raed 
usually the child of overprotective parents who have constantly gun ope 
him from overexertion or competitive situations and hindered the dev s 
ment of self-reliance in him as a child. He has superior intelligent E 
pecially on verbal tests, with poorer performance ability- In spite y” 
intelligence, he lacks self-confidence and is very dependent, 


has acute feel- 


especi pe 
his mother or on a substitute mother figure. Fear of estrangement wae x 
mother is a dominant but often unconscious characteristic. He E ot 
presses his aggressions openly, but gives evidence of considerable ea 
repressed aggressiveness. He sometimes has a severe crying spel A phe 
of an asthmatic attack. (The apparent interchangeability of the 
nomena has been frequently noted.) o unde” 
Tf it can be established that there is a typical personality structure fth 
lying asthma, one must infer that the illness is in part an expressio of 2” 
character structure and that it cannot be treated solely gn the bas 
allergy to certain external factors. ©% ts mad? 
In discussing asthmatic children Weiss and English? cite as gee poll 
by Strauss? and state, “A very large percentage of the children W malt o! 
overanxious and insecure. This anxiety often reflected the pere geot!” 
the parents, who in many cases were themselves overanxious an pid j 
and therefore would be expected to arouse a similar response 1? se 
He (Strauss) felt that the asthmatic children fell into tv 


PES: sp parents oni 
first weré children who had been very much wanted by their par% e-ve” 


as an only child or the first boy to be born in a family of girls or Y “ao 


i nts for gE 
* Sybmitted as a research thesis in fulfillment of the requireme i A 
tion from the Menninger School of Psychiatric Nursing, February +> 
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vo group? Pou 
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whi 
Ta Sa other group were definitely unwanted children whose parents 
iss 2g Sipe for their unconscious hostility toward the child.” 
uguid? w} English also cite reports made by Rogerson, Hardcastle and 
eczema- ho worked mainly with children who presented the “asthma- 
than po neS syndrome.” They state: “Out of twenty-three no less 
Parents ane of the children were fussed over and overprotected by their 
o Peer). pathological degree. This was not just a slight abnormality 
at if RA attitude; it was pathological to a degree which made one feel 
rigo 0 children had not been brought to the hospital with asthma or 
engender, T might easily have been referred on account of the nervousness 
_ They 5 0 them by this situation.” 
5 aides this asthma-prurigo personality 
{Nxiety v on verbal tests with poorer performance & í 
"Rocen ty: ack of self-confidence, considerable latent aggressiveness and 
t pci” These authors (Rogerson, Hardcastle and Duguid) suggest 
Part 9 g anxiety of the children and their parents’ oversolicitude may be in 
follow, reaction to the illness. Weiss and English comment upon this as 
S: “A severe asthma attack with its acute threat of suffocation 1S 
Ot surpri z terrifying experience to both the child and its parents and it is 
the pi ising that children who suffer from asthma should develop feelings 
Nor tha, ess anxiety and insecurity and a tendency to cling to their parents, 
rely a e parents should develop an overprotective attitude toward them 
other han a reaction to the fear of the asthma attacks themselves. On the 
‘Dorke nC the examples cited make it plain that in & number of the m 
Priop o in this study the overprotective attitude of the parents a e 
Neeq 6 € onset of the asthma and had also a deeper motivation, such as 
the o °Vercompensate for not really wanting the child or fear of losing 


Y surviy; é ildren had died.” 
Sych ving child after several other children Dt ; 
Sdlicitoye etapy, which took the form of persuading haprad na i 
Peng Sand overprotective and encouraging the children age ie 
pita ad mitg successful with a number of the Gee a a 2 a 
a ; i K : zhi a aa 
= Svere a the home environment in which the asthm: 
Itthowe, i 
Atty) SOWert pi r dical literature of asthma 
ac r giv P i; from medical i 3 
S bej, Sives numerous examples © ] disturbances, especially 


e ‘ae : : 
Mgear, MEg precipitated by violent emotion 


as follows: “High 
bility, marked over- 


bvioy, sly 


Bete > inti Jationship 
“teen Notes that “there seemed to be a very intimate Te 


3 i i mpares the asthma attack 
aaa eee 7 rw that “the asthma is really 


Xs a Cry of 

rt the new ugges AR 
ten, O ; w born babe and also sugg°5*™ * 
P Presggg ttivalent of pein E xiety or rage which has been sumed F 
keq. ” He also suggests that “for some reason in tng situation yi . a 
asthma attacks the child was unable to cry.” To some 


THE EFFECT OF CONVULSIVE THERAPY IN RECURRENT AND 
RELAPSING TYPES OF AFFECTIVE PSYCHOSIS 


A. E. BENNETT M.D. 


We have made a study of 103 cases of recurrent types of manic depressive 
psychoses including another group of affective states that relapsed within 
90 days after the administration of convulsive shock therapy. We have 
compared these groups with a control of 175 single admission cases who 
have remained well after a similar course of therapy. We have been 
interested in answering the following questions: 

1. Does shock therapy influence the cycle of recurrence of ma 

pressive attacks? 

2. Does shock therapy shorten the attacks or lessen the period of hos 

pitalization? i 

3. What are the reasons for prompt relapse of certain affective state 

after shock therapy? j 

From our study so far we believe it will take a much larger series of E 
followed over a much longer period of time to answer these questions, y 
certain interesting findings that are suggestive have been unearthed. a 

The recurrent cases of manic depressive psychosis all had previ? 
psychiatric hospital admissions prior to the advent of convulsive theraP i 
The effect of the shock therapy was compared with the previous history 
to length of psychotic episode, duration of illness and as to the effectiven™” 
of the therapy upon breaking up the cycle. The relapsed cases Were E d 
pared with the control group as to the amount and type of therapy, per ey 
of hospital treatment and the type of symptoms in order to ascertain 


nic de- 


sible causative factors to account for relapse. shoe! 
Of the control group of 175 single admission cases treated DY ie 
therapy and combined psychiatric treatment—psychotheraPy> e pave 


tional activities, strict isolation from outside influences, etc.— no rage of 
e 


relapsed and they have been followed from 1-5 yearsPor an ay jo de 
about 2% years. 57 of these were involutional depression, 64 et en 
pressive depressed, 12 manic states, 3 circular type and 39 psy chon? si? 
or reactive depressions. This group received an average of 8 con’ 
shocks and were hospitalized an average of 6 weeks time. anti 10 

49 recurrent cases included 32 manic depressive, depressed patie Ae 3? 
manic states, 5 circular types, 2 psychoneurotic depressions- posit? 
manic depressive, depressed patients had previously average 2 31a 
admissions in which they received symptomatic treatment O2 y y, pav? 
these (72%) have remained well since shock therapy. 9, oF 28 of 3% 
had ene or more further hospital treatments and repeated course o gb" 
therapy. The average interval between depressive attacks prio" 
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therapy was 8.8 years in the 9 cases; following shock therapy this interval 
dropped to 1.9 years. The duration of the depression increased with each 
attack until shock therapy was given. The average duration of this group 
of depressions before any hospital treatment was given was over five 
months. The average duration for the depressive attack including hos- 
Pitalization prior to shock therapy was 6 months. The average duration 
of the depressive episode after shock treatment was started was 2 months. 
Thus, partially answering question 2, shock therapy shortens the duration 
of the depressive attack by two thirds. 

It was interesting in analyzing the sexes in recurrent depressions to 
find that convulsive therapy successfully prevented recurrences with one 
hospitalization 2} times more frequently in the female than the male. 

In comparing the number of days of hospitalization and number of shocks 
given in the successful control group with both the recurrent and relapsed 
cases, the following facts were discovered. On an average the single ad- 
mission cases were held 10 more days (42.9 days) than the recurrent and 
relapsed group (31.9 days). This suggests premature dismissal of some 
cases as one factor in relapse. 

In comparing the average number of treatments given the single ad- 
Mission control group and 54 relapsed cases, the control group averaged 
7.2 treatments while the relapsed group averaged 5.5 treatments. Upon 
return for further treatment they then required an average of 7.4 treat- 
ments, approximately the same number as the successful group. This 
observation suggests a partial answer to question 3, that too few treatments 
are ore cause of failure and it appears that an average of about 8 treatments 
8lves the best results. 

An attempt was made to analyze the predominant type of symptoms 
Which were most refractory to treatment. We found the paranoid trends, 
as pochondriasis, extreme agitation and suicidal may occurred twice 

frequently in the recurrent cases as in the control group. | i 

he peroeńtägpf full complete remissions was about 10% higher in the 
rtro] groupethan in either the recurrent or relapsed en ae 
thay Y rates were higher in the recurrent groups after further treatme! 


f eg T i ji ilures in the 
i "i i 1009 in the males, with all failu. 
ma trol group, reaching 0 4 i 
0 l ese observ: i oe! rsistence of treatment an 
ll ! = servations sugg st that persis) @) if; d 


shee r treat- 
Meny P Betting patients back at the first sign of ra eaS Ta 
* increases markedly the final percentage 2 Bp t rate of full com- 
blete z Veries as to age incidence showed that ve bite percentage of 
istai Very was in the 21-30 age grouP: = 60 years of age. 


: $ . grou 
Tecoveries occurred in the older group: , 
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treated cases it was observed that as the asthma attacks ceased, attacks 
of crying appeared in their stead. Such replacement of asthma attacks by 
crying was particularly apt to occur as insight was gained into the cause of 
the attacks. 

French and Weiss and English agree that there is an acute fear of the es- 
trangement from the mother at the time of an asthma attack. French 
further says that “closer studies of patients’ histories and of their reactions 
in the analysis make it plain that this acute fear of estrangement from the 
mother is present not only at the time when the patients have asthma at- 
tacks, but also runs as a continuous undercurrent, more or less deeply 1°- 
pressed, throughout these patients’ lives. One of the most convincing 
evidences of this is the behavior of these patients in the analytic situation: 

. . . It would seem that most patients with asthma are particularly prone 
to attacks of asthma at times when they are undecided or in a conflict 3° 
to whether or not to leave some mother figure.” 

Wittkower‘ cites a report of Bruegelmann’ of a patient who ree 
had a severe asthma attack at five o’clock in the afternoon, but durim 
excursion with Bruegelmann one day he missed his regular attack U 
seven o’clock when Bruegelmann called his attention to the fact. 
patient, “hitherto in good spirits, drew out his watch, grew quit 
and a few minutes later began to gasp, sweat ran down his forehead an 
was unable to walk another step.” French® gives another case vay 
Wittkower: “A tobacco saleswoman, hypersensitive for tobacco, regulan 
had asthma attacks after contact with tobacco. These attacks also 


BY 
curred when the patient was not aware of contact with the aleren ea 
0 
ks afte 


regularly 
g 
ntil 


o pale 
ahe 


subcutaneous injection of tobacco extract). Skin reactions to 
were highly positive. By hypnotic order the occurrence of attac 
contact with the allergen could be inhibited. After psychical treat 
the patient was relieved of her asthma attacks for a long pe?’ sppe 
could be exposed to the smell of tobacco without having attacks: 
highly positive skin reaction to tobacco existed unchapged.” ade 
French says, “It is well known by allergists that the exposure Bee, e a 
quate dose of allergen may in some cases be insufficient to prec!» a, (Oa 
attack and must in some cases be supplemented by such conditio” me 
example, as fatigue, emotional disturbances, particular phases of the that 
strual cycle, constipation ete. It would seem quite possible therefo dete” 
emotional disturbances might play even a very important role 10 
mining the threshold of sensitivity to the specific allergens.” tion pe 
One may ask why, if these facts are well known, so little atten nbd wy 
been paid to the psychological factors in asthma. In my eo na 
seeking treatment for asthma from many general practitioners, uhh 
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heard one of ihem mention the possibility of emotional factors causing asthma. 
They always seem to think that it can arise only on an organic basis.* 

The point of view which I was taught in the graduate school of psychiatric 
nursing and the observations which I learned to make on patients stimu- 
lated me to examine my own difficulty in the light of my new insight. In 
the course of my reading about asthma in particular I found many deduc- 
tions and observations which were so in agreement with my own history 
that I was encouraged to set it down. 

During my childhood my mother allowed me to be very dependent on 
her, My first attack of asthma occurred when I was four and one-half 
years old and followed a slight fall. After this I was subject to frequent 
attacks, during which I would not accept attention from anyone but my 
mother. My brother and sister, both younger than I, were superior to me 
m all games and play from which I was barred by my asthma. They used 
to tease and provoke me and many times this teasing would bring on 
attacks. I have often heard my mother say to my brother and sister, 
“Why don’t you leave her alone? You know she will start wheezing.” 

Onsequently I spent most of my time in the house with my mother, whose 
company I much preferred to that of children of my own age. 

2 My attacks seemed to be more severe than usual when they occurred on 
™portant occasions. When I was six years old my father died and Thad 
4 Very severe attack of asthma. After my father’s death it was necessary 
or my mother to be away from home frequently and this was particularly 
'sturbing to me because of my great dependence on her. (I remember 
at at the age of six I had never dressed myself.) During this period my 
attacks increased in frequency and severity. One especially severe attack 
Occurred on the day our livestock and farm implements were sold. 

the attacks continued after I entered elementary school and often 
Seemed to be related to difficulties I encountered in some subjects. For 
example, long division was extremely difficult for me to comprehend. 

rithmetic class was held in the morning and during the weeks when I was 
: TUgeling with*fong division, I frequently awakened in the morning with an 
wack of asthma which would usually subside entirely by noon so that I 
88 able to go to my afternoon classes. When I spent a nightaway from 
bane I would almost always have an attack of asthma during the night 
‘ch Would subside when I returned home. 


the Frenchi says that “the discovery of anaphylaxis and the resultant discovery of 

atte nificance of allergic factors in the genesis of asthma tended for a time to peu 

ten ai away from the significance of ‘nervous’ or emotional factors to ne a 

the nt that a number of recent asthma monographs hardly mention the possibility o 
Psychogenesis of asthma or dismiss it as a rare occurrence.” 


80 SELMA LANE 


By the time I entered high school at the age of fourteen, the attacks of 
asthma had become less severe and less frequent. During my first two 
years of high school I had few attacks and these usually occurred on the 
days on which I had to give a short talk before a class. 

During my junior year in high school I went to live in the home of a 
doctor. I had always had a chronic rhinitis and at this time it became 
more acute and annoying. It was usually more severe in the evening than 
during the day. A sinus operation was performed by an ear, eye, nose al 
throat doctor. The doctor I lived with administered the anesthetic 2! 
the last thing I heard him say as I went under was, “She is so sensitive a0 
cries so easily I think maybe this will help her.” There is a possibility that 
that may have acted upon me somewhat in the nature of a hypnotic sugges- 
tion. At any rate after this operation I had very infrequent recurrences © 
the rhinitis and fewer attacks of asthma; the surgeon was greatly ples 
with the result, because, as he said, in a majority of cases these operation 
are not at all successful. The outcome in my case might be cited as pro? 
that my rhinitis and asthma had a wholly organic basis but subseque? 
events will indicate otherwise. 

During the summer and fall following the operation, I developed E 
fever which made its appearance every year thereafter and remained W! 
me for the full season. This stage of affairs continued until this year this 
when the hay fever started but disappeared after one week. During, ly 
time I was working on a men’s floor in the hospital. One patient espect ki 
bothered me, frequently pointing out my shortcomings by making raa or 
such as, “You are so sensitive, you will have to desensitize yourse tme 
“No good psychiatric nurse ever does a thing like that.” During the i 
“I became tearful one day and the symptoms of the hay fever subside 
noticed then that the crying seemed to replace the hay fever! f nigh 

Reflecting upon this I recalled that during my last two } 9. 
school I did not have any attacks of asthma, as stated above, but cid? 
tearful frequently. If a subject was difficult for me I would ery and € from 
I would be unable to prepare my lesson and would have ape el {wy 
the teacher. At one time I was going to give a short talk in front” jd 
English class. I memorized my speech, thinking that perhaps t 
enable me to talk with little difficulty. I stood in front of the ro 
one or two sentences, then completely forgot the rest of the sP he 
started crying in front of the class. I was tearful the rest of E 
These attacks of crying caused me great embarrassment and desp® 


d 
ate 
e ra ; A re 
The day I entered training I cried most of the day, and this was "°! grst 


many times during my training days, as, for example, when I gavay whe 
hypodermic. I was tearful on the days I spent in surgery, ew aft” 
or 


J scrubbed for operations. When I went to another hospita 
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tion in Pediatric. i 
e I finished a S se for two days, and again I was tearful for one day 
T i 
yours, F Seer I worked on the staff of a small hospital for over ni 
mA = mally I had attacks of asthma and occasional: Te am 
Precipitated ‘s gs never occurred at the same time, but they did Ta i : 
R teala sunilar events. K 
in Psychiatry x when leaving this hospital to take a post graduate c' 
Psychiatry : be ke Menninger Sanitarium. During my first six ee 
a A togiroan y times in response to certain stresses, such as when 
anythine to a tapoi or read a paper I had written or when anyone 
g to me which hurt my feelings. The last six months, how- 


ever, Ih 
»t have b 

een much less tearful and I have been able to read the papers 

ttle less sensitive about 


ave wri 
vritten 
before a class.* I have also been a li 
vement 


“things p 
Ccame T say tome. But at the same time that this impro 
as ilI Baran a or three slight attacks of asthma. 
Wee a the vale a ahiintng training, I had never seen any connection 
whe j rived from g S crying and the asthma. This knowledge, of course, 
n° it Was new g my reading and was not an original discovery. But to 
and helpful. Itis difficult to say why a discovery of this 


i 
ie Should in j 
tself bring me a kind of relief. Perhaps it is because Ihave 
ys of expressing 


à n to fe i 
iret and Ni both the asthma and the crying are Wa. 
in gj istressing. ees may be substituted for the other, there may be other 
Of ne culty, The ait of expression which can be substituted when I am 
ingy, ma and disp rosa which have seemed to precipitate the attacks 
eae vole Abain i ie crying spells are always those which seem to present 
not $ Bien 3 is es or frustrations and dangers from which I can not 
ae attacks am confident of success or am able to express anger, Ido 
Ag e T 
dt bas = he himself has suffered from asthma, can fully realize the 
Const, and at ot] ak arises during an attack. At times there are fears of 
Strig ay ae times you wish you could die. And there is always & 

Mes’ MY mo weet, an attack. I recall many times during an attack 
Dism: er and saying, “Why don’t you do something for me? > 
ing that there is a definite personality type associated with 


sth el 
Da and that thi yi 
at this type corresponds in many striking Ways to my own 
has given me & feeling that some- 


Ona]; 
thing ly and developmental hist 
; mental history, 
tanding of the emotional factors. 


an 
e d 
one through better unders 
cause of its in- 


te, “2 
sg, Tad} 
th, ely ing thi 
2 saq Sonal = paper to the seminar class, however» perhaps be: 
character, I broke into tears many times, even though I did not feel 
those who observe it. It 


suggests to 
portior to any 


Stg, 
Mi s 
top, ed Or pri 4 
asein? serve = which such a performance 
S Needs Ma a a bid for sympathy, put one out of all pro 
. elt. L 
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THE SITUATION VERSUS THE CONDITION IN CONGENITAL 
SPASTIC PARAPLEGIA 


By STELLA McKIBBEN 


_ Editorial Note: The author of this extraordinary paper is a woman of 
sixty who has been afflicted since birth with a severe athetotic and chorei- 
orm spastic paraplegia. During her waking hours she is in constant 
Motion, the right arm and hand hyper-extended, the fingers and hands 
constantly twitching, flexing and extending, the muscles of the face contract- 
ing in involuntary frowns, grins and bizarre expressions, the tongue fre- 
quently thrust forcibly out of the mouth, the legs moving irregularly in 
exion or extension, the spine curved in a severe lordosis. At first sight 
she would appear to be completely helpless, although with the aid of various 
orthopedic devices she is able to walk if assisted by one or two persons, and 
Once seated in a chair or in her tricycle she is able to perform a number of 
Simple tasks, such as pedalling the tricycle or putting on or taking off ,her 
Spectacles. In attempting to speak, there is such a spasm of the tongue, 
chest muscles and others that she is almost completely inarticulate, al- 
though friends who have been with her are able to put together her mono- 
Syllabic sounds into some meaning. She now has a constant attendant 

because she has never been able to eat a bite unassisted. ; 
tri "or years she has been familiar to the citizens of Topeka, pedalling her 
ricyclè on errands about town unassisted, writhing and grimacing as she 
Proceeded, but still able to smile or nod in recognition of salutations. All 
of her life, as she says, she was determined to express herself and make 
People realize she was not an idiot or a fool, unacquainted with human 
emotions and needs. The discouragement that she received from her own: 
amily she steadily combated with a persistency and determination elo- 
quently indicated in the following article. It was when she was past fifty 
iat she finally mastered a technique for tapping out messages on a type- 
Writer with a little plunger invented by herself. Aided by this device, she 
tpmpleted the high school education which had been interrupted for reasons 
at she makes clear in her article and then had herself taken daily to a 
an college, attended all the classes, and did all the required work toward 
Aare: degree fox, three years. i re 
he appeared-at a seminar of The Menninger Clinic in December 1943 
pod the following statement prepared by her was read to the staff by her 
‘other. She attempted to demonstrate to us how she did her typing, but 
u € over-stimulation of the audience proved too much for her and she gave 
ie the attempt after a brave struggle, but she told us that this entire article 
da, cen Written (typed!) by her in one day and then recopied the same 

ay. It is published here with negligibly few editorial changes. _ 
va > the reader will see, she puts great emphasis upon the total adjustment 
ae lem of the severe spastic patient, calling it the spastic situation, and 
Shattasting this with the over-concentration upon the spastic condition. 
© rejects the assumption that the patient’s symptoms exist independent 
sv € patient and independent of the reaction of the outside world to these 
Syme toms, and the effect of this reaction upon the patient and upon se 
Ptoms. In other words, this remarkable woman enunciates, on the 
83 e 
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basis of a terrific personal experience, the chief burden of modern psychia- 
tric thought, namely, that the patient’s anatomy, his physiology, i 
psychology and his environment go to make up a whole, the interaction o 
the parts of which are such that no part can be considered alone. The 
eloquence of this message is referable to the unique circumstances under 
which it was composed and delivered; the editors feel that no one knowing 
these can read it unmoved. 


My Friends, 


I should like to embrace my present opportunity to talk to the specialists 
about the spastic situation and what is to be done about it. In so doing, 
however, I must type what I have to say, since I do not speak pleini 
Again, may I ask that you read what I have to say while I am with you tha 
I may study how to put things across to you. I can only tell you what S 
have learned by experience as I learn how to put it across to you. I pre i 
to be very careful here. d 

My life story could be of little interest to anyone, but what I have Jearne 
by experience as a complete spastic will prove of vital interest. cil 

When first I remember to have awakened to life, I sensed the distur ‘a 
thought of my mother who had a very strong will and yet a fearful pen 
I very keenly felt the need of her constant and loving care, and ye a 
intensely anxious and troubled thought made me more uncomfortable ie t 
did my inability to lie still. For this reason I wanted her near and Y 
wished she would go away. My worry over my inconsistent state of ma 
ing daily increased the jumping of nerves and contracting of muscles; a 
so up ran my fever which caused me to drink two quarts of water p ai! 
and thank goodness, mother gave me all the water I wanted. I was 2? Í, 
five years of age when I noticed that my sister, who was younger se 
did not have the spastic situation to suffer as I did. Folks on the § 4 ) 
did not make silly remarks about her. Why? She was not like MC" 7 
way. She was a good little girl, but I was just as bad as bad could E ter 
was willful, brave, and I laughed every time father saigą “damn. * 
would not do that. a othe” 

I could run just as fast as she could, but why didn’t I do it? I edo” 
words, I had conscious power of accomplishment, but no phy: sical fre 
of expression. , 

My great Uncle Winslow took my case up with the specialists ™ p 0 Jd 
whatever my case was. Why, I was not sick! I was so well tha fu 
feel life running races with itself all the way through me. Iwas go. y I 
life and fain that I could not even behave myself all the time. + 
was not going to do it. eol al 

My sense of decency was outraged when my parents stripped m Be 
my cléthes and had my picture taken that way and uptown at ee 


reet 
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cause I kicked and screamed in rebellion, my mother spanked me. Hence 
at the time that picture was taken my whole body was in a state of very 
strong and resentful emotion as well as in an extreme state of spasticity, 
and so the picture was so untrue of both me and my spastic condition as to 
i those specialists with horror. They wrote that my case was hope- 
ess. 

Believing me to be in pain, my great uncle wanted to make me a gift and 
asked me what I wanted. When I finally made it understood that I 
wanted a big two-seated lawn swing my mother said it was a most “absurd 
notion” for I could not even sit up in my chair five minutes at a time with- 
out falling over sidewa ys so far that she had to sit me up again. Uncle 
said that since I could not live long anyway I should have what I wanted 
and so he gave me the swing. Father sat in the swing with me on his lap. 
Mother who was in the house screamed. Father sat me down to go to 
mother and upon his return found me with my arm around a rod which ran 
Up the side of the seat so I would not fall over to one side, and swaying my 
Swing just a bit by bobbing my head back and forth. “You think you are 
Smart, don’t you?”, father said in a derisive tone, and then he sat in a 
chair nearby and read his daily newspaper as if he had forgotten my very 
existence. This was the best of parental attitudes under the circum- 
Stances. By playing in my swing all summer I so strengthened my back 
that I have been able to sit up all of every day since that time. I overheard 
my father ask my mother, “How did that little devil know her need of that 
Swing?” 

After that my parents bought me everything I asked for without voicing 
Any question, and forced themselves to remain silent while I used what I 
had asked for as a tool of operation in my determined efforts of physical 
accomplishment. This was all that they knew to do about helping me 
ae my barriers to progress, for, like most folks, they believed all my 
arriers were physical ones; whereas they needed to know that it is the 
Spastic situation rather than the spastic condition which presents the 
Steatest barrie; to progress in every case of severe spasticity when the 
mind jg sound. i 

© explain: Is a man necessarily an idiot, when his tongue has been cut 
fon! leaving him no intelligent expression of thought? No. Neither is m 
hp. Plete spastic necessarily void of personal worth, even though his bo ly 
- x been injured so seriously as to make no cae sir ne pow 
be mPlishment. Were the complete spastic thus understood, leit leaks 

e€ no Spastic <i ‘As it is, however, ignorance causes people to loo 
to eb aie og raw we: f Jf in the spastic case, just as they do in 
the Cag ody for the fexpresston i a they conclude the severe spastic has 
No A Sol others, and not finding 1 8 rovokes abnormal concerts and 
‘sonal worth. This conclusion P 


86. STELLA McKIBBEN 

i 
malassumptions both grievous and many. This is the beginning of the 
spastic situation. 

Believing the child to be very ill, his parents consult a doctor. AS 2 
rule, doctors know nothing about the spastic condition, and so talk at 
random about the child, because they must entertain these parents, by way 
of retaining the confidence of family and friends upon whom their popu- 
larity and success as doctors largely depend. The one thing they always 
succeed in doing in the spastic case is to talk repeatedly at random about 
a superfluity of nothingness until these parents are so full of abnormal 
concepts of their child that they become panic-stricken. 

The mother seeks relief in talking about the child’s condition and about 
what this and that doctor told her. Idle gossip repeats everything the 
mother has said, adds its own opinions, and then runs into bitter criticism 
Then this mother tries to talk them both down and to silence them by F, 
tempting to adjust the spastic youth’s life regime to suit the general dr 
of thought, regardless of the fact that such an adjustment could a 
possibly be made. The reaction to this is that this mother throws hers? 
into a state of nervous collapse. à . pild 

The father has done everything possible to find help for his spastic ue 
in the medical world, and in so doing, he has spent all he has saved, cara 
and could borrow. Then losing faith in his own best judgment, he ie 
decided to leave the question as to what is best to do for the child up t ae 
womanly intuition of the boy’s mother, and then back her up in wheels 
she decides todo. Now, however, something must be done. The mot 
is ill and the father at his wits end. Both are mental jitterbugs. —« ain 

Such is the spastic situation and the parents’ involvement in it, state ig 
general. To the complete spastic of intelligence, the spastic situation A 7 
pandora box out of which comes a host of atrocious impositions a nes 
inflicted upon him. For example, social ostracism would rob him of ho” 
of contacts with his fellow beings, of school, church, of his ow? pes to 
rights and possessions, and of every other vital thing which means ves 
the intelligent human being. Thus it would increase 5 ne G re ay 
beyond human endurance and contract muscles so painfully tight 
bodily parts ache. an 

Not understanding these great barriers to progress in the spastic coi do 

not being willing to pause to be taught, is it any wonder that doe i no 
not actually help in the spastic case? They hope to, but ther? 
permanent improvement. full 

During:all of my childhood, other children liked me because I “tp 
of fun and mischief, so they included me in their play and took me v% 

them everywhere they went. Hence at the sensitive age of sixtee®» sop 
wholly unprepared for the first appearance of social ostracism whic 


CONGENITAL SPASTIC PARAPLEGIA _ 87 


trolled the grown folks’ tongues. I could no longer go to dances with the 
other young folks, and sit on the sidelines and watch them as I had always 
done before, and so on with restrictions I had never had before. My great 
concern was whether or not I could stand alone in refusing to accept a 
maladjustment of my life regime, on the basis that I was no more a spastic 
than I had been before, and so no cause for a maladjustment than there 
had been, 

Must I submit? I asked myself, and then I knew that my perfect gen- 
eral health and sound mind would never succumb—NEVER. For years I 
struggled and suffered, because as there was no one who knew how to help 
me, I had to learn by experience what the spastic situation was and how to 
escape the devilish things it would impose upon the severe spastic. 

The fact that there were as many abnormal concepts of me and of what 
my life regime should be as there were people to form them proved that I 
could not, and so did not have to conform to any of them. So there was 
Nothing to prevent me from living a normal life as a grown up and just as 
I had in childhood, so far as I was physically free to do so. I also dis- 
covered that the inconsistency of human nature affords one a way of escape 
from those things which social ostracism would impose. 

This discovery had to be made before my opportunity to graduate from 
high school, go on to college, and work in Dr. M. E. Pusitz’s (orthopedic) 
clinic came my way. At the clinic I had a very long table with six type- 
Writers on it. I had two of my fourteen spastic pupils sit on either side of 
Me while I gave them a lesson in English by use of my typewriter, and then 
I sent them to the other end of the table to type their recitation, while I 
Bave the next two of them a lesson. In my three years’ work at the clinic, 

came into daily contact with my pupils and their parents and thus found 

at my views upon the spastic situation were confirmed in every con- 
Ceivable way. 

In the mild cases of spasticity, the spastic has enough use of his body in 
Xpressing himself to have a normal approach. Hence, his personal worth 
'S not serious} -+ underestimated, and therefore there is no spastic situation . 

© impose upon him. The less such a spastic knows about the spastic 
Situation, the more readily he can ignore the shadow which it casts his way, 
and to ignore it is the right thing for him to do. In fact, one bite off this 

"ee of knowledge does this spastic and his parents more serious damage 
oe five minutes than can be corrected in many years, so susceptible is 
Xe to the least suggestion that he should not count himself as being one with 
Other People, and so ready are his parents to insist that he act upon such a 
Suggestion, 
th he reverse is the case of the severe spastic and his parents, for the more 

CY know about the spastic situation as being a situation and understand 
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how to deal with it intelligently, the better off they are—the less of mental 
Jitter-bugs these parents are, and the less severely the spastic’s nerves jump 
and his muscles contract. d 
Proper physical exercises, the mind kept busy with school work an! 
instructive lectures on the spastic situation and how to deal with it ad- 
vantageously is the crying need in the spastic field of labor. i 
When specialists understand the spastic situation and how to deal with 
- it from the viewpoint which I have just presented to you, they will give 
these parents, who sooner or later all become mental jitter-bugs, prope” 
and periodical hospitalization, and you will see to it that lecture courses 
of study on the spastic situation and the corrective attitude to take baie 
it are given from the parental angle to these parents, and that complet 
spastics are given a course of lectures in regard to what the spastic situatio 
is and how to escape the things it would impose. , Mes 
Such lectures must place the subject on the positive and objective Ve 
point and hold it.there. Only able lecturers like Karl, who understand H 
psychological workings of the human mind as he does, are fitted to g! f 
these corrective lectures on the spastic situation. You know best hova 
guard this point, and it certainly must be guarded with great care 1 ive 
improve matters instead of making them worse. If you wish, I could 8 
you a few examples of what such lectures would be when next we meet. 
I thank you for giving me this hearing. 


PSYCHIATRY AND THE ARMY* 
By COLONEL WILLIAM C. MENNINGER, M.C. 


oe an honor and a pleasure to have the privilege of speaking to this 
e e group, but I feel that the opportunity carries very heavy respon- 
ities, First, I must represent, and wish to briefly present the organized 
Psychiatric efforts of our Army; second, I regard it an unusual opportunity 
i pras with you some vistas and challenges to all organized psychiatry, 
many of them specifically to psychoanalytically oriented psychiatry, 
an are presented in this global war; and third, I feel it is obligatory to 
ae a attention to some challenging needs toward which we in psychiatry 
Tt immediately direct our efforts. A ; 
ie was the brilliant Thomas W. Salmon, Chief of Psychiatry for the Army 
A he first World War, who drew the analogy between psychiatry and 
ee as the result of that conflict. Until 1917, the practice of psy- 
eed had occupied a relatively inconspicuous back room in the field of 
Bate In part because of the acute need, and in part because of the 
Saco work carried out by our military psychiatrists at that time, our 
its re rather suddenly came into the limelight and took its place among 
ekg specialites of medicine and surgery. The impetus from the present 
of o the growth and the recognition and the unlimited opportunities 
191: sychiatry will be far greater than that which occurred in 1917 and 
this We are a part of a cataclysmic movement that is going on now, at 
o Moment, Tt is simultaneously our responsibility and opportunity. 
am Stances demand that all of us must live under great pressure and 
TA of us under considerable strain. Our daily program 1s filled with 
A Y details, many trivia, so much so that rarely do we have a moment 
ie and take stock of the major issues, the opportunities that confront 
Te me, and all organized psychiatry, —— 
dre} I want te pay tribute to our psychiatrists in the Armed Forces, 
in y eds of tm scattered all over the world, carrying on as individuals or 
Se Su small isolated groups of two, three, and once in a long while, four 
hore. Nearly 26% of the membership of the American Psychiatric 


SOciat; A 
hyp, ation are now in the Armed Forces, and there are nearly an equal 
who, in some instances 


y ee of men, less well-trained in psychiatry, | some ins 

This orce and in some instances by command, are working in this field. 

Unde Sroup is carrying on in a splendid fashion and, in many instances, 
e Sreat difficulty. 

Hote vered before the American Psychos: 
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We can justifiably feel proud of the contribution of the members of the 
American Psychoanalytic Association. In doing so, I do not want to 
imply that in any way our members are any better than the rest of the 
psychiatric group. Iam proud of the fact that more than forty members 
of this organization are in the Army or the Navy. The average age of the 
membership of the American Psychoanalytic is probably much higher 
than the average of the American Psychiatric. Consequently, forty me? 
from this small organization is a significant contribution. I am not too 
familiar with the functions and positions of our members in the Navy, 
though I know many of them hold positions of distinction. In the Arm}, 
three of our eleven key men, the Service Command and theater COP- 
sultants, are members of this organization: M. Ralph Kauffman, Laure? 
H. Smith, and Henry W. Brosin. One of our members, John M. Murray» 
is the chief psychiatrist of the Air Force, and his right-hand associat 
Roy R. Grinker, is in charge of one of our most important treatment 
centers in the Air Force. At least three of our members are function)? 
in the extremely important job of psychiatrist in the consultation servic 


. . a om a hre? 

in our basic training camps, the replacement training centers. e 

other members are chiefs of the psychiatric services in named gera 
it 


hospitals. Many are carrying on in the overseas theaters, in hosp 
and in divisions, : 
Very possibly you are familiar with the method of practice of psyehiatty 
inthe Army. One of its greatest compensations is the intimate associatit 
with the other specialties in the field of medicine and the close cooperati® 3 
between the psychiatrist and his medical confreres. Throughou ly 
military forces our doctors work in groups; rarely alone. More accurate 
one may say that they work in teams, hospital teams, dispensary teii to 
regimental and divisional teams, and there is an intimate shou pie 
shoulder relationship between the surgeon, the internist and the py 
trist. Undoubtedly one of the most important after-effects of this ie ; 
work will be a better understanding among the members of this ©" re 
understanding of each other and understanding of the wwark in ther uch 
spective fields. There is no doubt that the psychiatrist is learning Tihe 
about medicine and surgery, and the military situation is requiring 
internist and surgeon learn much about psychiatry. What they ™ 
however, depends very largely on the psychiatrist associated Wi" 
In civilian practice psychiatrists have probably isolated themselve w 
much. There is no doubt that psychiatry contains its full share j 
dividuals with conspicuous eccentricities and peculiarities, many p 
undoubtedly having sought psychiatry as a form of self-help- Pig 
go further and say that probably the analytic group has eve? f jatio 
percentage of “unusual” individuals. Because of the intimate as80° 
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of the group of medical officers within our Army hospitals and the necessity 
for close team work, the internists and surgeons are keenly aware of the 
type of individuals who carry out psychiatric practice. I am tremen- 
dously impressed with the grand job that many of our psychiatrists have 
done in presenting psychiatry to these men in the other fields of medicine. 
One very often hears the psychiatrist described as “practical” or as ‘“‘sensi- 
ble,” or as “having his feet on the ground.” On the contrary, the most 
unfortunate results occur when we have an eccentric psychiatrist. A 
Specific instance in my brief Army experience will illustrate this. The 
individual I have in mind had had analytic training, but fortunately was 
not a member of this organization, even though he probably aspires to 
membership. This man was always trying to explain to the chief of 
medicine and the other medical officers that the chief difficulty in most 
Patients was due to the “oedipus conflict.” Occasionally, he would ascribe 
the patients symptoms to the “castration complex.” 
_ While perhaps humorous, this problem has a very special significance to us 
In the analytic group. One such silly interpretation can undo the patient 
Work of many of the rest of us, and prejudice a countless number of people 
against the whole field. This is an exaggerated instance, but it should 
&lve us cause to inspect the possible basis in our relationships that perhaps 
More subtly fosters the same prejudice. In the first place, there is little 
doubt that too many analysts isolate themselves from all other medical 
Stoups. They are conspicuously absent from academies of medicine, from 
Country medical societies, from state medical societies, from participation 
m general hospital staff meetings. Through some sort of self-destructive 
tendencies, we tend to keep whatever we have to give among ourselves, 
and, unfortunately, if we do try to present our ideas to other groups, we 
SKA often make the sorry mistake of using some incomprehensive jargon 
Vhich calls forth the frantic efforts of our confreres to escape. One un- 
Ortunate immunization makes them impervious to all subsequent at- 
mpts at innoculation. 
a Further ser4ny reveals certain other facts that lend to the truth of the 
on about the impracticability of many psychiatrists and particularly 
nalysts.. There is no direct opportunity to use analytic methods in the 
We i (perhaps it would be more literal to say analytical techniques), and 
hay lytic understanding can be universally applied. Too many analysts 
ea had neither sufficient medical experience nor psychiatric experience 
Ow what the score is, and once analyzed, they specialize in psycho- 


is to the exclusion of both medicine and psychiatry. 5 An aņalytic 
without a medical and psy- 
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whether it is not. If it is, and we regard it so, we can certainly win the 
confidence and interest and support of our medical confreres. If it 38 
not, then we cannot. j 

What is being done in the field of psychiatry in the Army? Everyone 
who is in the structure of the Army, both medical and line officers, recogn1ze 
the psychiatric and mental hygiene problems as being very extensive, 2? 
perhaps one of the most important problems connected with any Army: 
Its ramifications are difficult of comprehension. Its implications arg 
present in every stage of every man’s contact with the Army. It begins 
with the selection of the recruit, a complicated process if done adequately: 
- As soon as a soldier goes into training, having left his home, his job, 2? 
his friends, he is confronted with a major readjustment in the acceptance 
of the new job, the regimentation, the discipline, the strenuous program: 
When it comes time to go overseas, he is confronted with a new set K 
problems. When he gets overseas, depending on his location, he 18 om 
fronted with more extremely difficult readjustments, with the new ad i 
tional elements of terrain, climate, isolation, monotony. Always there 
is the waiting period for action, another tense and difficult experienc 
Combat presents an entirely new set of psychiatric problems. An 
finally, there are the men who return. 

No doubt many of you know, in general, of some of th 
taken place in the field of psychiatry to meet these problems in th 
A brief resume may be of interest to you. When the war began, 
jority of the psychiatrists in the Army were connected with hospitals. a 
few were stationed in induction centers. The need for prophylax!s A 
preventive psychiatry gradually became more evident. In 1942 & poy 
atrist was placed in each of our basic training camps, called replicon a 
training centers, where he set up a mental hygiene clinic. Late m 1 nd 
psychiatrist was assigned to each combat division, both armored nis 
infantry. In both of these situations the psychiatrist’s chief functio ag 
preventive psychiatry and an opportunity to help the maladjustim g7 
rather than the maladjusted man. a> ents 

Within the last few months there have been many new develoP ets 
It was possible to obtain approval and obtain a directive that all 0 jene, 
both medical and line, should be given some lectures in mental E Jd 
and the bulletin which was subsequently published outlining these jent 
be of special interest to this group because of its definite dynam'¢ gs i 
tion. In addition, three hours were authorized in mental hygien i ures 
enlisted men and a bulletin has been published outlining these, e ed t0 
A treatment directive, indicating methods and techniques, was 18 tment 
cover treatment in combat areas, and very recently an outline of tre? 
to be tarried out in hospitals has been issued. 
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One of our major problems has been the necessity to salvage men, salvage 
them for the Army and salvage them for their return to civilian life. One 
very successful project was undertaken in the establishment of some experi- 
mental retraining units within replacement training camps, composed of a 
battalion of trainees who were psychoneurotic patients taken from hospi- 
tals. These efforts have been successful in salvaging between sixty (60%) 

| and eighty (80%) per cent of the men so retrained. 

| 4 We have been, and are, faced with an acute shortage of psychiatrists. 
Mee January 1943 a school in military psychiatry has been in operation, 
i. Elving a one month course for students who had had some previous orienta- 
7 tion in psychiatry. Beginning in April of this year, a three months’ course 
Was initiated at Columbia and at Bellevue, in addition to the school run 

Y the Army at Mason General Hospital, for medical officers without: 

l Previous psychiatric orientation. It is perhaps of special significance that, 
With the exception of some training given at the Mayo Clinic, this is the 
only course given by civilians for medical officers in the Army, 
Certain changes have been made in the induction center neuropsychiatric 
®xamination. We hope these will be of far reaching benefit to both the 
Selectees and the Army, and certainly they are a very definite forward 
Step from the point of view of psychiatric practice. We have made Some, 
contacts with the training group and with the personnel division of the 
“my. It has been possible to have psychologists included in the table of 
Orga nization for all overseas hospitals, and plans are under way for the 
ha gnment of a psychologist to the neuropsychiatric section of our larger 
Spitals in this country. y E 
ri Will be of interest to know that neuropsychiatry is now & Division in 
| T 4 Surgeon General’s Office on an equal par with medicine and surgery. 
) ee are six of us in the office, one of whom js a neurologist, one of whom 
Primarily y esponsible for liaison with the morale and orientation Services, 
e rest actively planning and supervising the psychiatric work. It was 


FS 


: °ssible to hayasappointed as Consultants to the Secretary of War the 
Pecial ar oe of the American Psychiatric Association and also 


yoresentative of the American Neurological Association. 

Ney, le this recitation of activities may be of interest to you, and -e be 

Dori, ie a few of you, I should like to suggest some of those vistas o op- 

Th, ities that lie before all of us in psychiatry as a result of this war. 

he Ole world is being shaken in an acute psychosis and it is our oppor- 
Y, in fact, our responsibility to study this psychopathology, to pe 

Dla, aderstanq it, and make heroic efforts towards immediate therapy an 

tuni for future reconstruction. The problem is here and it is our oppor- 
¥ to or ganize ourselves to meet it and contribute to the solutions. 
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This war will probably bring about a reorientation in our methods of 
quick evaluation of the individual. We must suspect from our experience 
to date that our methods, and probably our knowledge, are inadequate to 
evaluate a personality. Our psychiatric examinations in an induction 
center, while unquestionably of very great value, consist chiefly of im- 
pressions. This is not due merely to the lack of time or to the lack of 
information. Presumably we wish to select men who can stand the stress 
of military service. There are many that can be eliminated with positive 
assurance. Others are on the borderline in which rejection or acceptance 
depends on the attitude of the examiner. There are some who, even WI 
adequate study, we believe should be able to make the grade within the 
Army, who on trial prove us to be wrong. Most confusing are those who 
despite their neurosis or neurotic acting-out, make excellent soldiers: 
Other soldiers who have developed into psychoncurotic casualties have be 
decorated for bravery in action. Tt is an intensely interesting and cha 
lenging fact that studies are indicating that a considerable number © 
soldiers, who have gone through even the stress of battle, have histories 
of neurotic difficulties and many come from broken homes or other equa y 
traumatic childhood experiences. On the other hand, some neuropsy¢P 
atric battle casualties give no previous history of neurotic maladjustme? : 
We have an unparalleled opportunity to study the effective methods i 
selection, at the moment selection for the Army and how the man adi 
to the Army. The facts we may learn may help us pass the stage of ana 
merely on impressions, and the possibilities of the application 0f a 
knowledge to the selection of men for vocations, in industry, in busine 
in professions, is unlimited. 

Never before have we had so extensive an opportunity t 
the personality functions under stress. Millions of men have le they 
established security of their homes, of their jobs, of their friends, anne oD- 
have been “forced” into a new and strange life, and a strange ony n bis 
ment and a strenuous job. What are the factors that gid the ma” pows? 
adjustment? What are the types of “Jocomnpenaation Bt he § jati 
We are familiar, already, with men who develop the functional Rio j 
difficulties. There is no richer field for research than the psychos0 
including the factors determining the selection of the organ W p 
individual chooses for the expression of his symptoms. 

As psychiatrists we are fundamentally interested ‘ 
the Army, we are confronted withthe problem of motivating ©” give 
to want to fight. This motive must be strong enough to make ethic” 
his life, if necessary. He must reverse all his previous mora ET, 
teachings in order to be able to do so. How should this be done’ appli’ 
are we learning from the way that it is being done? How cam it be 
in constructive ways after the war? 


n 
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Never before have we had such rich opportunities to study therapy, to 
study mass education. This opportunity not only exists within the Army, 
but is already widely available in civilian life. One of psychiatry’s great 
limitations has been the fact that it could not reach the masses despite the 
fact that the masses needed help. Of all the highly individualized treat- 
ments, psychoanalysis has probably the widest applicability and the lowest 
availability. How can its principles be applied to a group? Not only do 
We need this knowledge for its use within the Army, but we should provide 
it for the increasing need in civilian life. 

The problems with psychiatric complications following the war are too 
Numerous and perhaps too large for me to more than speculate about. 
Can the culture of a race, the Germans for instance, be changed? How 
can inter-racial hostilities and fears be bridged? How can nationalistic 
aggressiveness be best directed and controlled? 

_All these and many other problems lie in front of us. Many of them are 
directly related to the Army situation and, thus, may not be immediately 
Available to this group for study. Consequently I should not lose the 
°Pportunity to call to your attention certain specific ways in which the 
Civilian members of this group can participate in the problems at hand. 

ong since we have all been forced to the recognition that everywhere we 
are short of manpower. That applies with great specificity to psychiatry, 

oth within the Army and out of the Army. It has made it absolutely 
essential for those of us in the military service to lean upon and call for 
elp from our confreres in civilian life in many Ways. I should like to 
take this opportunity to point out certain ways in which this group can very 
definitely become involved, if it wishes to, individually or collectively, in 
Major undertakings quite apart from those cited above. 


1. PUBLIC EDUCATION 


Never before have we so needed public education to present the psychi- 
Ne point of yémv of various features of the present emergency. The 
aig number men that are rejected at our induction centers for person- 
fon, disorders present a very special problem in the community, not only 
the € man and his family, but equally well for the community. Too often 
is Man in some way or another is regarded as stigmatized, and if ever 
thy, “Justified, unreasonable attitude is to be changed, it must be done 
fro °ugh education of the public by the psychiatrist. The men discharged 
E € Army for neuropsychiatric difficulties come home to a cloud of 
if th tstanding, or at least to a woeful lack of understanding. ene 
anq ; Situation is going to be changed, it must be through the eee de n 
are al ensive action of psychiatrists. The public, the press, and the radio 
amoring for the guidance that our group can give- Within the 
Y, we have the responsibility of directing our entire efforts toward 
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winning the war. As much as we know this reorientation of the home 
front needs to be done, we have had to turn down many requests for talks 
and for magazine and newspaper articles on this subject. Often we have 
attempted, sometimes successfully, to refer such requests to our civilian 
confreres. Psychiatry is “missing the boat” if it fails to make an or- 
ganized effort in this direction. 


2. CLOSER PARTICIPATION WITH MEDICINE AND SURGERY 


As I indicated above, never have I had such a delightful opportunity tO 
work so closely with the other fields of medicine. In many instances, 
have come to regard myself as something of a salesman. The problems 0 
psychiatry in every hospital are enormous, and every gastro-intestina 
ward, every cardiac ward, every orthopedic ward, has a large number © 
psychiatric patients. Every such instance has been an opportunity fO" 
the psychiatrist to be an educator, to sell a bill of goods in the form of @ 
understandable and helpful psychiatry. But in this job I have been 
repeatedly and keenly aware of the failure of psychiatry to be well rep" 
sented. We have had too few psychiatrists who seemed to be able tO 
present their knowledge and suggestions in terms which the internist ant 
surgeon would or could grasp. In part, I think it is our own tendency 
toward isolation; in part, it is because of a needless use of psychiatrie 
jargon in such situations; in part, it has been an indifference on the par 
of psychiatrists toward general medical and surgical problems. It iS my 
earnest hope and recommendation that in some organized plan, ths 
organization should recognize and attempt to meet this opportunity- 


3. LEADERSHIP IN OTHER FIELDS OF HUMAN BEHAVIOR 


Perhaps it is a narcissistic illusion that others may not share, but I firmly 
believe that psychiatry has a great deal to offer to large fields of hum® 
activity, such as education, industry, recreation. My Army experienc? 
working with men in the field of personnel, with men inehe field of train 
ing, with men in the field of morale and orientation and tivation, W 
made me keenly aware of these opportunities. With good justification a g 
parent organization, The American Psychiatric Association, has star by 
committees on psychiatric nursing and on occupational therapy: de 
not, however, have standing committees on these much wider and bro% 
fields—the fields of industrial psychiatry, of psychiatry as apPlie p, 
education, of psychiatry as applied to the leisure time activities of az a 
recreation? I don’t mean to imply that I think we have all the ans” we 
to the questions in any of these fields, but I am firmly convinced rar 
could contribute. This contribution would be greatest in those 
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instances where the psychiatrist had actively participated in community 
leadership or had had a special interest in recreation or industry or educa- 
tion, enabling him to know the problems in those fields. Why shouldn’t 
Our organization have some way of pooling such interests, such knowledge? 
Is there anything forbidding the utilization of the brilliance and the 
experience and the interest of the members of our psychoanalytic group in 
these directions? 


4. POST-WAR TRAINING OF PSYCHIATRISTS 


Everyone knows, who has any knowledge of the subject at all, that 
Psychiatrists will be in even greater demand following the war. An 
Inevitable result of this holocaust will be the increased needs for psychiatry 
With a multitude of opportunities for psychiatrists. Just as the last war 
emphasized the importance of this field, this present war will certainly even 
further increase that importance. There are medical groups tentatively 
formulating plans for post-war training of doctors. Are the psychiatrists 
represented in this group? Are we in psychiatry asserting our leadership 
' formulating plans in this direction? 

Tt would be my hope that the American Psychoanalytic Association 
Might take cognizance of this need and formulate some definite plans as 
to its contribution. I believe we would be united in our belief that a 
Psychoanalytic orientation is of tremendous value in the armamentarium 
of the psychiatrist. God forbid that we should verge any closer to the 
Bolier than thou” attitude manifested by too many psychoanalysts to- 
vards the man without this training. Over a period of years in our own 
Clinie in Topeka, we have had a number of psychiatrists who have never 
i an opportunity to have their own analyses, but who have profited 
iene from an analytic orientation. The work of the Washington 

€agues in the same direction is highly commendable. Will we have 
© Sood judgment to recognize this need and our opportunity? Certainly 

Such training a to be supplied, it should be through our leadership. 


5. POST-WAR PSYCHIATRIC PROBLEMS 


on forecast the immensity of the job of the psychiatric aspects of re- 
«tation, is beyond my wildest speculation. The amount of money and 
ni ety that it will cost is beyond calculation. A major hope is an effective 
thro 7 rompt united effort through the leadership of psychiatry. But only 
Wa sh efficient and immediate planning, not a year hence or after the 
Brou, ut right now, will we in any way be able to reduce the cost. What 
the r “an be expected to understand or grasp as clearly the attitudes of 
the ra Justing community membership which we can confidently expect, 
Stessiveness, the hostility, the passivity, the subtleness of the second- 
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ary gain of a neurosis, the bungling system of pensioning an individual to 
stay sick? If the public is to be prepared, if facilities are to be planned, 
if a treatment program is to be carried out, who has a greater responsibility 
than organized psychiatry? Is this Association going to have any plans 
formulated? 


6. OUR MEMBERS IN THE ARMED FORCES 


Last but not least, I want to make an appeal for our membership in the 
Armed Forces. Our membership is scattered from India to Italy and in 
almost all cases they are functioning in isolated situations, almost surely 
with no other analyst to talk to, and very possibly without another psychi- 
atrist to talk to. I have no doubts whatever that the question must occu” 
to many of them as to whether this organization ever thinks about them, 
and if so, what does it think about them? Has it ever attempted to co” 
tact them in any systematic way? Has it ever attempted to send them 
any sort of literature which they crave? Has it in any way attempted ye 
establish a personal contact with them? Has it given any thought to then 
post-war opportunities for training and practice? They are out there 
fighting your war and mine. Have we as an organized group given them 
consideration? a 

With these questions Pll close, thanking you for the honor of inviting 
me to speak and giving me the courtesy of listening to me. If I a 
succeeded in disturbing the atrophied super-egos of a group of analysts | 
even a small degree in the direction of crying needs, I shall feel repaid: 
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eh e eee r susceptibility to infection, 
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rial represents an excellent organization of the rich experience of a wise an 
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and the original theories of the author, this book should be required read! 

for child psychiatrists, social workers and educators. (P: J. H.) 

Hxpectanily Yours. By Mario A. Casratto and Auprey WALZ. Friog 
$1.75. Pp.110. New York, Macmillan, 1943. ‘ologi 
Expectantly Yours presents with a lightness but directness the physio y 

cal facts desirable for a pregnant woman to have in order to stimulate ered 

her “alert cooperation” with the obstetrician. For the well-adju a, 

intelligent woman, we would expect the book to accomplish its purPra:” 
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The psychological aspects of pregnancy and delivery touched upon 
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five years due to the social and economic readjustments following th eco- 


plexity of the problem which will require close coop n am ation 
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Psychiatric and psychoanalytic approaches to the problem 0 
tion are discussed. The author emphasizes the importance © 
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THE WAR AGAINST FEAR AND HATE* 
By KARL A. MENNINGER, M.D. 


pie ee greatest war in history is in progress, we are met together to 
is really a he founding of a psychiatric hospital, marking an epoch in what 
on for ee aos greater war, a much longer war, a war that has been going 
Th nturies. 
name ed 1820's an undistinguished but energetic young woman by the 
erula or othea Dix established a private school in Boston. At that time 
nical oaia A schools of Boston were “dens of cruelty kept by tyran- 
and r Rte Py were proud of their different switches, rattans and rawhides, 
ments of : them, ” said Edward Everett Hale, “as the only real instru- 
Schoo] os ucation.” Perceiving a need, Dorothea Dix established her 
After ha different principles. 
UD her scl een years of it, when she was 34, S 
uke, fee, and went to England. Here she (probably) met Dr. Samuel 
ears befo pen of William Tuke, the Pinel of England, whose work of fifty 
mae re had gone without influence upon the people of the hospitals of 
3 nited States. : 
aad March Sunday in 1841, five years after the onset of her illness, 
ach a S ed Dorothea Dix visited the East Cambridge jail in Boston to 
Persons nades School class. Among the prisoners were some mentally ill 
È S. All were being treated with an equal degree of barbarous cruelty 
n eglect, 
an a Perception by Miss Dix 
fear an oe anal Cambridge jail led to 
ti d hate afd human cruelty that culminate 


ion: 
Proyg > chiatry of America, of which we now h 


he suffered an illness, she gave 


of the suffering of these unknown prisoners 
a declaration of war against 
d in the present day institu- 
ave reason, I believe, to be 


u 7 eye . 
as course of her investigations of existing conditions, Dorothea Dix 
that to Rhode Island in the spring and summer of 1843. There were at 
me no provisions in this state for the care of the mentally ill, public 


Or pps 

Priv: . ss 
accorgi, te. “Justices of the Peace continued to commit to the county jails 
ing to law, ‘furiously mad persons dangerous to the peace and safety 
ennial Celebratio 
Approximately simultane: 
nal is by arrangement of the res 


n of Butler Hospital, 
ous publication 
spective 
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of the good people....’ Less violent persons were confined at home, 


boarded out, or provided for in the local almshouse.” 

It was in Rhode Island that the celebrated case of Abraham Simmons WaS 
discovered. He was a psychotic patient confined in a stone roofed, stone 
floored cell, tethered to the stone floor by an ox-chain: “ ‘Sometimes he 
screams dreadfully and that is the reason we had the double walls and the 
two doors,’ explained the woman who had conducted Miss Dix to Simmons 
cell. ‘His cries disturb us in the house.... My husband sometimes of a 
morning rakes out half a bushel of frost, and yet he never freezes!’ 

“‘How long has he been here?’ inquired Miss Dix, according to her 
biographer, Helen Marshall.* 

“Oh, above three years,’ was the answer.” 

Simmons was by no means an unusual case but for some reason or other 
the inhuman conditions of his confinement made a particularly deep impi 
sion upon Miss Dix and upon responsible citizens of Rhode Island to whos 
attention she called them. Among these was Nicholas Brown, who E 
bequeathed $30,000 to be used toward the erection or endowment o 
retreat as had been provided by an act of legislature. Brown died in 1 i 
and the Rhode Island General Assembly issued a charter for such & pets 
in January, 1844. The same year Cyrus Butler gave $40,000 on conditi 
that an equal sum be subscribed. then 

“Miss Dix prepared an article . . . for the Providence Journal, and the 
went to Newport where the legislature was sitting. When members 0. se 
legislature called to talk with her about the proposed hospital, she P' ae 
the Simmons case and told them how the town had promised ten oat 
before to move him to a hospital but had taken no further action. She pim 
come to Newport, she said, to secure his removal; she could not take ene: 
away without the consent of the town but the legislature might inte a 

“Mr. Updike, one of the legislators, was greatly moved and declare a 
the assembly should interpose at once. He went to the house of repr ttle 
tatives and made a speech that roused everyone. A Sher from as 20 
Compton then arose and announced the death of Simmons.” There vee ; 
awkward pause—mercy had come too late. Finally another membe” com 
There were other insane paupers in Rhode Island; he moved that & 
mittee be appointed to investigate their condition... . l d over” 

“Miss Dix’s next visit to Rhode Island saw the hospital fun 
subscribed.” 

You know the rest. These grounds were then selected, these 
planned, these walls constructed, these rooms equipped. Ac 


ae 
i 
Chapel a give? 


sain? 
wat 


*Marshall, Helen E.: Dorothea Dix. Forgotten Samaritan. 
versity of North Carolina Press, 1937. This is the source of the data 
regarding Miss Dix. 
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staff was enlisted. Miss Dix had won a battle, and she had just begun. 
The war was to go on against fear and hate and prejudice and bigotry and 
pehness and meanness and the dangerous lusts. By lusts I do not mean 
Ne yearnings associated with sex, which civilization has whipped and 
shackled into comparative innocuousness ; I mean the lust for power, the 
ust for accumulation, and the lust for cruelty. Tt is these lusts which make 
en sick and which bring suffering and sorrow and disability. It is the 
oak Against them that constitutes the great war of our times, if we could 
3 y know it, not the bloody conflict of flesh and metal that our daily papers 
ecord in the headlines each morning. The war I am thinking of is fought 
Ke errillas and underground patriots, in unspectacular actions, in secluded 
maa ee this. Like the war abroad, this silent war at home has its 
yea its screams, its bloodshed and its sorrow. But instead of great 
4 ce headlines for all to see, there are only oceasional modest reports in 
are 8Y medical journals; instead of thousands of tons of explosives, there 
way Many quiet hours of counsel and comfort; instead of campaigns of 
is Tuction, there are campaigns of planned rehabilitation; instead of bil- 
MS of tax money, there are only a few thousand from private and state 
“nevolence, i 
A ight here where we stand and sit, within these walls, hour upon hour, 
feat day the battles of this war have been fought, and are being fought. 
Tost; Manded by a wise, far visioned general”, who sits beside me here on the 
ae and by his illustrious predecessors} listed on your programs, com- 
Y after company of soldiers have taken their posts. Volunteers, re- 
Cements, technicians, executives, Grey Ladies, white ladies—they are all 


servi ust as in that other army. Spurred by their example of devotion, 
New ay and scientific idealism, other companies have been organized, and 
attalions formed in units reaching now from Providence in the North- 
a San Diego in the Southwest and from Seattle to the Keys. But the 
agains Butler Hospital, one of the first fighting units in the great war 
Tf a fear ity remains in the front ranks. Ra 
Speak have sééined to carry this figure of speech too far, I woul : 
at directly to the point of proving that it is not a metaphor or simi nee 
tris aW astatement of fact. For after all, what isit that we do, we psy¢ i 
Bente and our aides, in the cooperative group attack on mental a nep > 
of D Y the modern psychiatric hospital? Tt is no longer—as m the a 
foo tothea Dix—a matter of providing humane and decent living quar’ T 
ra hay asylum from the curious and often cruel world, for & few ee 
Miss N thousand sufferers. All that is taken for granted today, ic i g 
i ix, Clifford Beers and others. In those days that was about all tha 


"Dy 
De Arthur H. Ruggles. 


- Isaac Ray, Dr. G. Alder Blumer and others. 
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one could do for the victims of these mysterious afflictions of the spirit. 
“What is it to be mad, but to be simply mad?” expressed what was then the 
universal consensus. 

Today we know that to be mad is not simply to be mad. It may be to 
be overwhelmed with toxins, or to be invaded by microorganisms or to be 
subject to adventitious growths or perversions of glandular tissue. OF it 
may be to rebel against the injustices and inequalities of fate, or against the 
dishonesty and hostility of fellow workers or against the mistaken zeal ou 
prejudice or misunderstanding of friends and family. Whatever its origin, 
madness can be and must be combated, and often it is best combated b 
joint efforts of psychiatrists, nurses, physicians, therapists, and others 
make a hospital. 

Our conceptions of the nature of mental illness have run the gamut from 
the “brain-spot” hypothesis to the “mind-twist” hypothesis* and back aga 
today we are inclined to discard both in favor of conception that mind am 
brain and body and soul are inseparable, that disease is not the affliction 0 
an organ alone, and mental disease not an affection of the brain alone; bu 
that the total organism, the individual as a whole is integrated with a phys” 
cal and social environment and can only be so considered, either in sic 
or in health. d 

Thus adjustment becomes the keynote word of modern psychiatry, a 
failures in adjustment its chief province. This does not require that we OF" 
card what we have so painfully acquired in regard to anatomy and hh 
teriology and immunity and pathology and arsphenamine and penicil 
and hydrotherapy and psychoanalysis. On the contrary, it requires 
we use all this knowledge, all these approaches, all these methods—a” te 
the same time seek for more. In this search, the little army at Butler Ho 
pital has more than done its share. 

It is to the implications of the modern psychiatric conception a 
would particularly call your attention. If we assume that maladjust™ e5 
is the province of psychiatry, are we not obliged to thinlgaf mental HP 99 
in broader terms than these connoted by rae cédelusions 
What shall we say of the chronically unhappy, the self-elected Mer ad 
the political agitators, the industrial misfits, the drunkards, the fire-se the 
the Jew-baiters, the negrophobiacs, the double-crossing hushbane native 
cheating wives, the men who bribe government inspectors to pass 0° s the 
cable to the war front, or the men who take these bribes? Where doe 
province of psychiatry, in such terms, end? ‘ pave 

My own view, like that of Dr. Strecker and Dr. Zilboorg who Jo 
spoken here so eloquently, is that it does not end but that it oe jiev? it 
theory, at least, all these maladjustments belong to psychiatry- be 


that 


that I 


*Terms suggested by Ernest E. Southard. 
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is only thr F 
ae oe mee through the scientific study of human behavior, 
M conet a er instincts, human weaknesses, human failures that 
thus can A na a durable or endurable civilization. I believe that only 
slavery, E a stop to the social diseases of the world—war, poverty, 
nes Tor * oyment, panic, waste, famine, misery and perpetuated ugli- 
M Pacte, Esesocial aE are diseases of the individual personality. 
another Sia be that “Two contrary laws seem to be wrestling with one 
Means of de R ae the one a law of blood and death ever imagining new 
evolving new ‘ruction . . -the other, a law of peace, work, and health ever 
tit was ag of delivering man from the scourges which beset him.” 
arten es the psychiatrist, who related these two contrary laws to 
estructivence ure of human beings; it was he who recognized that the 
some io human beings is not the result of some passing fever, 
Ysterious h occasioned accident in the normal course of life or some 
Present Se as influence but the expression of a deep persistent instinct 
impulse to sn individual. And it was also Freud who showed us that the 
cings and ive and love is likewise an instinctual endowment of human 
iwe ‘ib Fonica of strength in opposition to the self-destructiveness- 
, ultimately, but in the meantime we can live, af we can love.* 


wec ER tie: 
e can love: this is the touch-stone. This is the key to all the thera- 


Peutic s 
Program of the modern psychiatric hospital; it dominates the be- 
To our patient who 


Aavior k 

cannot ‘A Peet from director down to gardener. > 

Mgry ee t e must say by our actions that we do love him. “You can be 
Ve been az you must be; we know you have had cause. We know you 

Self py Wronged. We know you are afraid of your own anger, your own 


nishnent—afraid, too, that your anger will arouse our anger and that 


You w l 
i again and rejected again and 


iven ye Tonge again and disappointed 
after a Si once more. But we are not angry—and you won’t be, either, 
relay ile. We are your friends; those about you are all friends; you can 
Stay Your defenses and your tensions. As you—and we—come to under- 
an ed life ber, the warmth of love will begin to replace your present 
atis Pa q will find yourself getting well.” 
herapy. ot easy to maintain and to implement suc 
—but it is the program of modern psychiatry. 


Progr, 
rea ek Butler Hospital. ; ' 
vists, doctors, psychiatrists are not alone in seeking to solve the 
a sengs Oblems of the individual or the problems of groups, of society. In 
a Bette, ery thoughtful person strives to do what he can to make the world 
Drognes, Place to live in. But the fact is that while we have made some 
a 5, with the aid of religion, education, political science, economic 


Ha, Pes: 
Teoy ee sentences are taken from the author’s book Li 
race & Co., N. Y., 1942. 


h an attitude and such 
Tt is, I know, the 
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theory, social organization, we are still painfully far from our goal, and it 
seems to some of us that the application of science, psychological science, 
the science dealing with personality structure and personality function 
ought to yield more fruitful results. It has never been tried, really; even 
today we know far more about airplanes and radios than we do about 
human minds, and for the most part consider them (the former) more 
important. 

This is why the battle waged by the psychiatrist against the hate and fear 
that have made his patient ill is at the same time a battle for human happi- 
ness and betterment. I think of this, and I believe my colleagues all do, 
when the long weary hours of work devoted to a single sufferer stretch out 
over monotonous, discouraging months and even years. It is not just for 
John Smith that I am patient and steadfast and unflagging—it is not just 
for him, or even for his family, or for science. It is for the world. It is for 
the better world that my children and my grandchildren shall live in. 

This is my credo and my faith and my hope. This is why I am proud to 
stand and bear witness to my reverence for the founders of an institution 
that has carried on with this same faith for one hundred years, my gratitude 
to a community with the continued vision to make that possible, my inspira- 
tion from the lives and work of the men and women that have been and that 
are—Butler Hospital. 


Af 
Va A eT 


FREUD’S EARLY CHILDHOOD 
By SIEGFRIED BERNFELD, Ps.D. anp SUZANNE CASSIRER BERNFELD 


1. INTRODUCTION 


s Tn his Autobiography Freud covers his early childhood with one sentence: 
i I was born on May 6, 1856, at Freiberg in Moravia, a small town in what 
1S now Czecho-Slovakia. ... When I was a child of four I came to Vienna.” 
Owever references to this first period of his life occur in several of his 
Writings. Collected and assembled in their proper order they, unex- 
Pectedly, form quite a coherent record of his first three years. When, at 
the age of forty-two, Freud turned his attention to the recollections of his 
childhood, he was not satisfied with their manifest content. He analyzed 
“1S memories, and even published some of the results. Though he did not 
Intend to write the psychoanalysis of his childhood, and uses the material 
M various contexts and for various purposes—now, as an example of a 
Certain mechanism, again, as the starting point for a general discussion, 
always casually and with restraint—it so happens that the broad lines of 
the development of the child and the essential traits of his personality do 
emerge, : 
The authors feel that this addition to Freud’s Autobiography deserves 
to be brought together in one piece rather than being dispersed through 
Umerous German volumes, some of the material not even having been 


translated, To the psychoanalyst these autobiographical fragments sug- 


„Eest two kinds of elaborations. First, implications by definition. If, for 


Stance, Freud speaks of the rivalry with his father, in the Oedipus situa- 
‘on, the sexual wishes toward the mother are implied—though not speci- 
fically mentioned—since they are a factor in the Oedipus rivalry, as Freud 
lines the term. He expected to have psychoanalytical readers, thus 
ese implications,must be considered as parts of his written autobiography. 
cond, int tations, some of which may force themselves upon the 
aa of the psychoanalyst as being beyond doubt. Still, they are hypo- 
ctical, since they are based only on that selection of facts which Freud 
unicated incidentally, without attempting a “case history.” 
br © have kept our elaborations strictly within the first group. We are 
i p ating Freud’s own analysis of his early childhood; we are not attempt- 
© Psychoanalyse him. : 
b We have, Pra (in sections 2, 3, and 5), augmented the childhood story 
acts from the environment in which they occurred. Our presentation 
Toaches a narrative. The necessary philology is confined to the ap- 
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2. FREUD’S BIRTH—FACTS AND LEGENDS 


At birth, the baby Sigmund Freud had such an abundance of pitch- 
black ruffled hair that his young mother nicknamed him her “Little Moor.” 
An old peasant woman prophesied to her that she had brought a great man 
into the world. The proud and happy mother, herself a descendant of a 
one-time famous scholar,* firmly believed in this prediction. It became one 
of the constantly repeated family stories, a part of the atmosphere in which 

` the child grew up. 

‘Thus, the hero’s garb was in the weaving, right at the cradle. But Freud, 
the great debunker, was not willing to wear it. “Such prophesies,” he 
wrote when he was over forty, “must be made very frequently; since there 
are so many happy mothers full of expectations, and so many old peasant 
women, who, their mundane powers having deserted them, turn their 
eyes toward the future. Also, no prophetess expects to be unrewarded 
for her prophesies.” 

When, in 1931, a committee of citizens of Freiberg (Pribor)} set out to 
install a memorial tablet on the house in which Freud was born, it was 
discovered that contrary to all the “Who’s Whos” and to Freud’s own 
statement, the city register lists Sigmund Freud’s birth on the day of 
March 6, 1856. All these birthday wishes, then, addressed to Freud for 
seventy-five years, first by his family and then by his friends, and later by 
practically the whole world—did they all go wrong, missing by two months 
the right day? 

Freud was not interested in this possibility. He only resented that 
somebody had tried to make him two months older. He had the date 
from his mother, “who ought to know best.” The Committee accepte 
his view and engraved, as the memorable date in the history of the town: 
“May 6, 1856.” So, although in cold Moravia the mother of a first-born. 
boy might well have wished to celebrate his birthday in real spring; 2°% 
although we know the power of such wishes over reason and facts, We too, 
accept the traditional date. Š A 

The president of the committee, Mr. Benes—Director Uf the Worker's 
Health Insurance Institute in Pribor—explains the discrepancy as an error 
by the Czech clerk, who had to make the entry in the register in the German 
language, which the clerk neither knew too well nor liked too much. It i 
happens that the only name of a month with a similar spelling in Germa 
and Czech, is “May.” This makes Mr. Benes’ explanation not convincing: 

Thus, upon entering into this world, the “Little Moor” caused one ° 


* Nathan Halevy Charmatz of Brody, Poland, who lived in the 18th seen 
+ Freiberg became a part of the Czecho-Slovakian Republic in 1918. At ae ial. 
the oid Czech name of Pribor(Przibor) meaning “Near the ruins” became 0 ne 
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those odd slips, which as Professor Freud forty years later he was destined 
to explain. ‘ 
3. THE SETTING 


In March or May, 1856, Freiberg was a town of 4800 Germans and 
Czechs, belonging to the Austrian Empire, or more precisely to the Margra- o~ 
vate Moravia, in the district of Neutitschein, 150 miles northeast from 
Vienna. It was situated in the rolling foothills of the Carpathian moun- 
tains—then a peaceful pastoral countryside—half a mile from a dense forest, 
on a steep bank over the Lubina—a little trickle in summer, but broad and 
tearing in spring. On a hill, inside the town, the steeple of St. Mary’s Birth 
Church rose almost 210 feet high, and had the best chimes in the province. 
Tn the center of the town was an unusually large market square, surrounded 
by arcades of well-built houses. One of these houses conspicuously dis- 
Played a memorial of the Thirty Years’ War. In those glorious days, the 
bellicose shrewdness and tough endurance of the citizens had become 
Proverbial: “Brieg, Freiberg und Bruenn make Swedish armies thin.” 
The coat of arms, granted the town “for valor,” shows on a field of gold and 
red two big, vicious-looking pruning knives. 

Somewhat off the market place and close to fields and pastures, at 117 

chlossergasse, Jacob Freud lived comfortably with his family. The home, 
built around 1800, was extremely simple—a detached, rather small, two- 
Story house, without ornamentation, constructed of plastered bricks, 
With a slate roof, n 5 

In 1855, Jacob,* then over forty years of age, married a second time. He 
Married Amalia Nathansohn,t who was not yet twenty. The following 
Year Sigmund was born. 

At int Bs tao Freud was already a grandfather. Emanuel, the 
eldest of the two sons of his first marriage—then in his twenties—had a 
Son, John, one year of age, and a newborn daughter, Pauline. Both of 

ese families lived in Freiberg as a closely knit unit. 

tom the x@¥ beginning, then, the position of Sigmund was full of 
Complications and of paradoxes. He was the eldest son of this marriage, 
Yet at the same time he was the youngest child in his family group. He 
Was an only child, but for all practical purposes he had an older brother 
da twin sister: and to confuse matters all the more, these sibling equiva- 
ents were his ‘nephew, one year older than he, and his niece, of 
pbProximately his own age. Thus his privileges as eldest = ae 
“nefits as only child and youngest boy became uncertain. He had to 
ght for them, Even his authority as an uncle was in question. 
* Bo 


iB rn 1815; died October 23, 1896. 


orn August 18, 1835; died September 12, 1930. p 


110 SIEGFRIED B. AND SUZANNE C. BERNFELD 


Sigmund’s young mother, half-brothers and sister-in-law were approxi- 
mately the same age; his father was old enough to be his maternal grand- 
father. In fact, Jacob was the grandfather of Sigmund’s closest brother- 
like friend and rival, John. In relation to his father, Sigmund was rather 
“Gn the third generation,” as Phillip, the younger of his half-brothers, put 
it twenty years later to the student Freud, who felt the expression to be 
very illuminating. Sigmund’s relations to his mother were natural and 
simple. She was his. She was proud of her son. She was affectionate, 
and she nursed him. There was a Nanny to help with the housework and 
the care of the child. 

In this setting, then, the “Little Moor” lived his first, three years “as 
the happy child of Freiberg, the first-born son of a youthful mother,” as 
Freud summarized his earliest childhood in the letter which was read at the 
unveiling of the tablet at the house of his birth. 


4. THE FIRST THREE YEARS 


In Freud’s story of his childhood, as he refers to it at various times in his 
writings, one of the personae dramatis is not mentioned; his sister-in-law, 
the mother of John and Pauline. In fact very little is said about his ow? 
mother, but we are made to feel that there was a mutual, deep attachment 
between mother and child. 

We learn a good deal about the Nanny, “that prehistoric old woman. 
She was ugly but very clever and efficient, and she often treated him less 
than pleasantly. She scolded him bitterly and most likely even spanked 
him when he did not show sufficient appreciation for her standards of clean- 
liness. Yet he gave her his love and all of his pennies. He missed her # 
lot when she later disappeared. 

We also get a vivid picture of the alternately friendly and hostile rela- 
tions between the young uncle and his older and stronger nephew Jobn. 
They were inseparable. They loved each other and fought each other. 
Occasionally John was a tyrant who mistreated the synger playmate. 
But the little uncle had courage and knew how to stave off Sermanent sub- 
mission. He hit back. For years the family remembered the epee 
exculpation with which the two-year-old retorted when his father cal S 
him to account: “Why did you hit John?” “I hit him ’cause he jane ee 

Freud relates only one incident in which Pauline appears. It all ma 
pened on a gently sloping green meadow, covered with “beautiful ye G 
flowers.” On top of this slope was a farmhouse in front of which a py 
woman, wearing a kerchief, and Nanny, chatted busily with each ot k 
On the slope the children were playing peacefully, picking the hae 
flowers. Pauline had collected the prettiest bouquet, when suddenly aie 
and nephew, as if by premeditated agreement, jumped at her and gra! 


” 


<r 


FREUD’S EARLY CHILDHOOD 111 


the flowers out of her hand. Crying, Pauline ran up the slope, where 
the peasant woman, as consolation, gave her a large piece of dark bread. 
As soon as the boys saw this, they threw their booty away and they, too, 
hurried up to the house and demanded their share of the bread. And they 
got it. The peasant woman cut the pieces of bread for them from the loaf 
With a long kitchen knife. ‘Never has bread tasted better.” 

Freud tells us a few significant things about his relations with his father. 
They would go into the “beautiful forest” together and as soon as the little 
boy could walk, he would try to toddle off on his own. He grew to admire 
his father as the wisest, wealthiest, and most powerful man he knew. In 
fact, Father Freud was the ultimate judge at the top of the hierarchy of 
authorities: Father, Emanuel, Nanny, Mother, John. He exercised his 
patriarchial powers in a gentle and kind way. Still, he appears as the 
frustrating and censoring force, as for instance when he interfered in the 
bickerings between grandson and son, or again, in a very early incident when 
the Little Moor, impelled by sexual curiosity, intruded into his parents’ 
bedroom and was driven out by his father’s emphatic command. 

The reaction to this authority was neither submissive nor hostile. One 
Wants to say that the boy displayed a manly attitude towards his father, 
as in the exculpation speech, or in that scene, at the age of two, when he 
Occasionally still wet his bed, and when reproved for doing so, consoled his 
father by the promise to buy him, in Neutitschein, the district capital, a 

eautiful new red bed. 

In the Little Moor’s life there were, of course, the usual tragedies of 
childhood; a soiled bed and an occasional nightmare. Also the following 
highly moralistic accident: alone in the pantry, the little boy climbed up 
on a footstool to get from the table or chest, something good and forbidden, 
all for his very own. The footstool tumbled over, and its edge struck the 
child behind the lower jaw. It might well have knocked out all his teeth. 

© wound bled profusely, but the one-eyed family doctor sewed it all 
together again scar persisted as if to remind the culprit that he had 

een served ae ‘ 
Freud’s half-brother, Emanuel, twenty years his senior, was one of the 
Ost important persons in the boy’s mental and emotional development. 
© appears as the leading figure in the decisive last six months in Freiberg, 
reud was becoming three years of age. Of this period Freud recalled 
Snly one episode—a scene that was singularly vivid in his mind; “I see 
Myself in front of a chest,” he wrote when he was forty-two, “the door of 
Which was held open By my half-brother. I stood there demanding 
i Something and screaming. My mother, pretty and slender, then suddenly 


entered the room, as if returning from the street. I am tempted to explain 
, 


ÎS picture as the memory of a hoax by my elder brother, which was 


m 
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interrupted by my mother.” But his self-analysis reveals that the memory 
was a screen, covering the two following traumatic events. 

The Little Moor was just two and a half years old when his mother 
gave birth to another child—a girl, Anna.* He was not at all agreeable 

, to this addition to his family. He did not know the why’s and how’s and 
wherefore’s of it all, and he worried distrustfully lest more little sisters 
might appear. 

Immediately thereafter, and without forewarning, Nanny disappeared. 
She had been caught at extensive stealing and put into jail by the resolute 
Emanuel. The Little Moor was doubly distraught, for added to his grief 
at losing Nanny was worry about the other sudden change. He knew 
nothing for certain but he sensed that his brother had played some sinister 
part in Nanny’s disappearance. He asked him where she was, Evasive 

` and witty as he was, Emanuel said: “She is cased in,” and that was final. 
Of course, this remark could not pass as an answer. It simply added 
another riddle. 

Thus the child was left to his own observations, imagination and powers 
of deduction. He reached a firm and definite, though incomplete, con- 
viction—a theory, as Freud would say: Sister came out of mother’s womb; 
he who had made Nanny disappear, Emanuel, had cleverly slipped the 
baby into mother. 

The screen memory expresses this theory in the language of dreams and 
of the symbolic thinking of early childhood. The chest symbolizes the 
mother’s womb; the slender figure of the returning mother alludes by €02- 
trast to the deformation of pregnancy. What the child had demanded 50 
urgently was to look into the chest; and he screams at finding it empty- 
It is the brother, the knowing culprit, who knows all too well how to handle 
chests, to whom the child addresses his wish. 

In the German original, Nanny’s disappearance is neatly condensed 
with the episode of mother’s baby. Emanual evaded a direct answer 
to the child’s question by using the ambiguous Germ. pression, Sie 
ist eingekastelt,” which to any adult, would have meant, “Sie’s in prison. 
The child understood it more literally, “She is in a chest,” or as We sald, 
“She is encased.” rs 

The “theory” of course did not aim primarily at intellectual satisfac 
tion. It sought a solution to the perplexing libidinal conflicts create tek 
the changes. From now on the child had to live with an intruder and A 
had to learn to love her, or to say the least, not to hate her; he had GA 
along without the give and take of Nanny and had to remain within 
standards of civilization free from her supervision. 

* Between Sigmund and Anna was a boy, Julius, who died when eight months 
old. Freud does not mention him in his writings. 
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But, as evidenced by the “theory,” it seems that the boy’s most urgent 
need was to live in peace with his father. In the “theory,” the brother 
occupys the father place. Emanuel, not Jacob, is the powerful, all- 
knowing, all-tricking man, closest to mother and the creator of her child. 
Thus father is removed from the center of envy and jealousy. It may be 
that the boy loved his father more than he did Emanuel, or that he felt? ` 
more threatened by him; in either case, stress was relieved by this shift of 
Passions from father to brother. 

Soon, it seems, the Little Moor learned to bear the existence of a sister. 
He discovered that the little Anna did not usurp his mother for very long. 
And as she came back “slender as ever,” so she remained “the young mother 
of her first-born boy.” Secure in this position, his grief about Nanny 
might have quickly vanished. After all, without her he could keep all his 
Pennies and taste freedom. 

The boy hardly had time to get accustomed to the new shape of things, 
when, at the age of three, he started on the long journey to a big, foreign 
city—to Leipzig. After a long trip by horse-drawn conveyance, he got 
his first sight of a railway; and, after a ride of many hours, he found him- 
Self divorced for good from the beloved home, the pastures, hill and forests 
of Freiberg, and from Emanuel, John and Pauline. 

With this railroad journey, the recollections of childhood come to an end. 
At forty-two, Freud hardly recalled a single episode from the year spent in 

eipzig and the following two or three years in Vienna. “Those were 
ard times, not worthy to be recalled.” 


5. THE BACKGROUND OF THE MIGRATION 


i The Little Moor did not realize that the sudden and disrupting change 
In his and his family’s life was but one of the countless incidents in the 
Steady industrialisation of Central Europe. , 

The peaceful little town with the beautiful name Freiberg (Free Moun- 
tain) now contained much of fight, despair and constraint. Cloth manu- 
acture, whis’Pas its main source of income, had been on the down grade 
Since 1835—and Jacob Freud was a wool merchant. Everywhere in 
Central Europe the introduction of machines threatened handwork in- 
“reasingly, In the Forties the new Northern Railway, from Vienna to 
sermany and to Galicia, had bypassed Freiberg. This dislocated trade 

€re and put increasing numbers of artisans out of business. Jacob 

*eud’s business was directly affected. Furthermore, a serious inflation 
Tom 1852 on increased the poverty of the town, which, by the year 1859, 
Was Pretty well ruined. The Austro-Italian War in 1859 added its bit to 
Make the future still more dark. For the Freud’s, these facts made it 
Seem advisable, if not imperative, to move away from Freiberg. 
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Very likely there were other equally good reasons. Since 1851, Austria 
had been under the political reaction of the Restoration, which even & 
Prussian general admiringly described as “completely Russian.” This 
evil did not directly touch people who kept away from politics, as the 


Freud family likely did, even though Jacob and Emanuel were deeply , 


impressed by the short awakening of freedom from 1848 to 1851. How- 
ever, the shortlived revolution had produced another effect from which it 
was less easy to withdraw. The revolution had definitely established Czech 
nationalism as a power in Austrian politics and consequently had fanned 
the Czech hate against the Germans, the ruling class in Bohemia and 
Moravia. Now the Jews, who in language and education were German, 
became the objects of Czech anti-Semitism. 

In his youth in Freiberg, Jacob had experienced German anti-Semitism. 
He had‘taken it stoically as an inevitable heritage of Jewish birth, a small 
matter compared with the relative freedom which the Jews enjoyed in 
Moravia. Later, the revolution of 1848 in Bohemia, neighbor of Moravia, 
started with Czech riots in Prague against Jewish textile manufacturers. 
Hostility from both Germans and Czechs threatened the Jews, and right 
in Freiberg the grumbling cloth-makers got used to holding the Jewish 
textile merchants responsible for their plight. These rumblings did not 
actually threaten the life and property of the few Jewish families in Frer- 
berg, but they were more ominous in this small and backward community 
than they would have been in one of the great capitals. 

Finally, Freiberg did not promise educational opportunities suitable for 
a bright boy. It is true that in 1858 the citizens had enjoyed @ partial 
re-opening of the high school (gymnasium) which had been closed since 
1827. This poor beginning was made possible by a fund which over 2 
period of thirty years finally had grown sufficiently to permit the establish- 
ment of the lowest grades. Slim, indeed, were the facilities for developiné 
greatness in Freiberg. 

Want of bread, of education and of freedom from pesgcution are the 
motors of emigration at all times and everywhere. Following a pogrom 
in Cologne, in the 14th Century, these forces had moved the ancestors O 
Jacob from the Rhineland East to Lithuania and from there to Poland, 
and then west to Moravia. So, in 1859, the Freud migration was resumeG: 
Emanuel, with John and Pauline, went to Manchester in England. Jacob 
with wife, son and daughter, went to Leipzig, and from there to Vienna. 
There Freud lived until 1938 when the final migration to London occurred. 

APPENDIX 


We have placed in the hands of the editors the manuscript of an appendix or 
taining he detailed references which authenticate each of the statements made in ss $ 
paper. Due to the paper shortage we include only a brief summary of this bates A 
jn the following paragraphs. We are ready to answer specific questions which m 
arise relative to these references. i 

The main source of our material comes from Freud’s own references to his 
childhood years. These occur in the following of his writings: 


early 


Se aE 
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1. 1899 “Ueber Deckerinnerungen.” Gesammelte Schriften. Wien, Int. Psya. 
er Verlag, 1924. Vol. 1, pp. 473-476. 
. 1900 “Die Traumdeutung.” Ges. Schr. Vol. II, pp. 18, 47, 171, 192, 196, 198, 206, 
Aa 217, 249, 332, 354, 355, 389, 410, 414. 
4 The Interpretation of Dreams. Transl. by A. A. Brill, in: The Basic 
Writings of Sigmund Freud. New York, Modern Library, 1938. Pp. 243, 
2h 257, 259, 261, 266, 274, 296-97, 359, 408-09, 433, 454, 505. 

i The Interpretation of Dreams. Transl. by A. A. Brill. New York, The 
Macmillan Co., 1913. Pp. 12, 35-36. 
Eiu “Ergaenzungen zur Traumdeutung.” Ges. Schr. Vol. III. Pp. 164. 
mee “Bur Psychopathologie des Alltagslebens.”” Ges. Schr. Vol. IV. Pp. 58-60. 

; Psychopathology of Everyday Life. Transl. by A. A. Brill, in: The Basic 
baga Writings of Sigmund Freud. New York, Modern Library, 1938. Pp. 67-68. 
Bene “Traum und Telepathie.” Ges. Schr. Vol. III. Pp. 278-79. 

5 Dreams and Telepathy.” Transl. by C. J.M.Hubback. Collected Papers. 
roos London, The Hogarth Press, 1934. Vol. IV. P. 409. 
ba Selbstdarstellung.”’ Ges. Schr. Vol. XI. Pp. 120. 

i Autobiography. Transl. by James Strachey. New York, W. W. Norton & 


Co. Ing: 1935. P. 9 
7. Co. Ine., peP 
1931 “Brief an den Buergermeister 


P. 414 
I Pe P 3 , b 3 
n the autobiographical material above, we list the paper “Ueber Deckerinner- 


item. because in our opinion “‘the scholar 38 years of age” who tells vividly his 
800n eres a disguise for Freud himself. One of us, in a paper to be published 
nglist as discussed fully the pros and cons of this interpretation —When several 
most i translations or editions of the same work exist, we list above the one which is 
Numb asily accessible. Numbers (1) and (7) are not translated as far as we know. . 
context (4-a) does not contain the note of (4), p- 60, which is highly important in the 
Teas, the present paper. The material (3), p. 164 is contained in (2-a). 
Peta aod to Freud’s autobiographical material we have used: 
No ernays, Anna: “My Brother Sigmund Freud.” Am. Mercury, 51: 203, 
Windher 1940. 
D olz, E.: Sbornik psychoanalytickych praci. 
Re ated and published by the committee f 
a et to Prof. Dr. Sigmund Freud at the home o 
Witter sion of his 75th birthday.) Pribor, 1931. r 
b 8, Fritz: Sigmynd Freud: His Personality, His Teaching, His School. Transl. 
Y Eden an PA Paul. London, Allen and Unwin, 1924. 
aluable personal information we owe to Mr. Oliver Freud, Mr. and Mrs. Jerome 


eabruch and Mr. Anton Lurie. 
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BIODYNAMIC MEDICINE VERSUS PSYCHOSOMATIC 
MEDICINE 


By IAGO GALDSTON, M.D.* 


The inadequacy of the term psychosomatic has long been patent. The 
principal and most common objection against it has been that it perpetuates 
the very dichotomy which it was intended to obliterate. The hyphenation 
of psyche and soma yielded a bondage and not a fusion. This bondage is 
more of a verbal than of an ideological nature. It has produced, as is not 
uncommon to bondages, internal as well as relational stresses, and distor- 
tions. Ideologically, it not only defeats the purpose for which it was 
created, but fortifies the opposite. It has the quality of a true paradox 
and inevitably renders impossible the simultaneous and unique encompass- 
ment of soma and psyche, perpetuating not only a verbal, but a time an 
causality sequence in their relationship. ; 

This is clearly witnessed by the very definition of psychosomatic 
medicine, which definition is as follows— 

“This is psychosomatic medicine, a term used to designate that depart- 
ment of medicine that studies the relationship of emotional problems to 
diseases that involve pathological changes in structure and functions of 
the body. Itis based upon the principle that emotional tensions, chrean 
or acute, are often discharged in ways that upset the normal physiologic® 
equilibrium of an organ, thus initiating the somatic changes that produce 
disease.” 

The time and causality sequences between the disorders of the psyche 
and those of the soma are clearly indicated in this definition. First eae 
the “emotional tensions,” these are then “discharged in ways that ups 
the normal physiological equilibrium of an organ,” and this upset leads 1? 
turn to “somatic changes that produce disease.” The same time rks 
causality relations are expressed in the “‘soma-psyche” aspect, as ÍS ie 
nessed by the accepted statement, “When an indivi becomes sick j 
tends to regress to a lower level of personality integration.” Here aa 
person is said first to become sick and subsequently, and by implicat! 
because of his illness, to regress in personality. A 

That these criticisms are not founded on purely verbal conside 
can furthermore be witnessed by much of the work, good work at a 
which is published in the literature. Practically all of it falls into one of i 
categories; demonstrations that somatic disorders are traceable, sometin 


5 à A supe . jca 
in a causality, and sometimes in a relational association with psy' cholog} é 
yor 


rations 
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cae disturbances; and, demonstrations of the obverse, to wit the causa- 
ace: or relational association of psychological disturbances with somatic 
a and disorders. We have, indeed, what amounts to two orders of 
: nstrations which should be labeled somato-psychic and psychosomatic, 
or graphically, thus: psyche > soma and soma > psyche. 
en ‘eo deleterious effects of the faulty theories of “time and causality 
ions” are to be seen in the purely experimental, as distinguished from 
i : In these studies the soma is affected 
an noxious agent, or through some deleterious condition, and the 
IR ppn the psyche are observed. It is then argued, or at least implied, 
Bis e psychological effects observed are the result of the somatic dis- 
aoe produced. In some animal experiments the reverse has been 
irod pted, establishing, it is claimed, that definite somatic changes can be 
aie by disturbances in the emotions of the animal. Here again one 
a ot quarrel with the facts reported. It is true, and has been long 
aya, that cerebral anoxemia will alter the behavior of an individual. 
is likewise known that when one frustrates, or teases an animal long 


e T è ; : 
hough it will “go off its food” and become sick. The real fault in such 


Xperimental studies is that being based on defective theoretical hypothesis, 
rove. They seldom approximate 
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the clinical, psycho-somatic studies. 


they pp 
1EY pretend to prove what they cannot pr 
hich human beings and animals 


he o eye mk 
ae conditions of the common reality in w! 
alid, to the extent that they are, only for those 


TH hich they (the experiments) were made. 
| here is an even more serious limitation which militates against their 


valig; 3 ; 
alidity and worth. Tt is the limitation inherent in all pathological studies. 


| e reactions to noxious agents of which cells, individually and in the 
| It is not, therefore, possible to 


nex) 
‘st. Hence, they are v 


ro; dea i at P 
ssly artificial circumstances in W 


qegregate, are capable are very limited. ‘ 
in tmine by the pathology observed the precise, and major etiology of 
2 Re ion. This is as true in a psychiatric disorder when the total 
RA of the total individual is involved, as it is in the case of a small 
<e involvin y a minute fraction of the whole body.* 

Aq his is not fö say that the study of pathology is without value, nor that 

o sep periments in psychosomatic relations are without worth. Tt is rather 
a the limits of their competence to demonstrate validities of a compli- 
th nature and to affirm that being based on defective theoretical premises 

ferences. 

€ term psychosomatic is in effect the compromise made by this age 

D 
A 


the heritage left it by its medical progenitors. This heritage consisted 
ularized knowledge of the structure 


e : š 
Y must inevitably lead to erroneous 10 


on ti L 
€ one hand of the vast and partic 


* 
the a reader who, for example, believes that the discovery of a tubercle filled with 
Misg acilli of tuberculosis, established the whole etiology of the case, must inevitably: 
© Point of the argument. i 
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and functions of the cells, tissues, organs and systems of the animal organ- 
ism, and on the other hand the less massive, but none the less impressive 
accumulation of psychologic and psychiatric knowledge. Each having 
developed with but only the most tenuous bonds with the other, it ap- 
peared timely and desirable that the two departments, medicine and 
psychology, should be brought within the embrace of a single discipline. 
Unfortunately together with the heritage of data came also the heritage of 
methods, and the latter have remained substantially unaffected and 
unaltered by their mutual approximations. On the contrary the old 
methodologies are not questioned but are employed to supplement and 
confirm one another. 

It is an interesting and rather significant question as to why the method- 
ologies of somatic (clinical) medicine and those of traditional psychology 
and of psychiatry have not been subjected to any fundamental critica 
scrutiny and reformulation.* It would seem that such a reformulation 
was indicated by the very history of each department. Clinical medicine 
has certainly been indifferent to psychology and aggressively antagonistic 
toward psychiatry. And being on the defensive, psychiatry has been aloof 
from clinical medicine. This being substantially true, it would seem 
necessary to investigate into the genesis of this antagonism, not only 
because it is in itself an interesting problem, but because such an investiga- 
tion may yield knowledge useful to the efforts to blend clinical medicine an 
psychiatry. Little however has been done to illuminate this problem. In 
the histories of medicine and in those of medical psychology, in so far 23 
this problem is treated at all, it is dealt with in terms of personalities. 
These are portrayed either as men who though bright in some respects were 
obtuse in matters psychological, or, as men who being ahead of their time 
and far seeing anticipated the psychological and psychiatric knowledge © 
the future ages. By such accounts the antagonism between medicine a?! 
psychiatry arose out of the peculiar personalities of their respective PFO 
tagonists, out of the difference in their intelligences d good will. BY 
corollary the antagonism should be eliminated when bot $ partments are 
manned by men of corresponding intelligence and good will. 

Palpably such a version of the origin of the difficulties is not 2 
cally tenable nor does it explain anything. In justice to the historians 1 
should be said that the elaboration is the authors’ and not theirs. They 
only describe the personalities. They advance no arguments. — ey 
haven’t as yet recognized the problem. But we must recognize it an 


ot histori- 


aes 

carry it further. Instead of accounting for the schism between ne 

and psychiatry (historically there was a schism) in terms of domm 
oteds 


* Dr. Smith Ely Jelliffe, Dr, Adolf Meyer and Dr. William A. White, be it n 
have attemnted to do this. 
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historical personalities, we need rather to look to the theories and method- 
ologies. It is in these that we are most likely to find the answer to our 
problem. Then without stopping to describe the theories and methods, 
we must observe that as long as they prevail unaltered, no amount of gen- 
eral intelligence or good will will reconcile them. Though fostered by one 
brain, they will clash should that one brain attempt to make an integral of 
them. But, and this is important, they can be retained as a twain, and 
Worked singly and together to advance now medicine, now psychiatry, 
Tetaining the old dichotomy, on more familiar and facile terms perhaps, 
but never gaining that which was intended by psychosomatic medicine. 
The phenomenon itself requires some elucidation. It has its basic 
Teasons. The dichotomous approach to the study of the living human body 
Suits most facilely the inherent, native competence of the human intelli- 
Bence, It is the way we naturally see and reason about things. It is the 
‘Primitive, instinctual, and unsophisticated process of our reasoning life, 
Seared to the elementary physiological processes and the elementary 
subjective perceptions in time, space and sequence relations. The psyche- 
Soma dichotomy is just as native to our primal intellectual functions as 
the rising and the setting of the sun” is to our sense experience, and the 
Vocalization of words in a “linear sequence” is to our speech. These 
Primitive processes are inextricably bound up with our physiological 
‘Unctions. Sensorially we cannot but see the sun rise and set, or the spoon 
alf immersed in a glass of water otherwise than “broken”. And natively 
We cannot but reason in terms of the soma and the psyche. To achieve an 
Adequate understanding of phenomena our sensory perceptions, and our 
Primitive data must be supplemented with derivatives drawn from grouped 
Or conglomerated experiences. Things are then “seen” in the intellect 
oe differently than they are seen in crude experience. But the reformu- 
ation of the data of experience, the extraction of corrective derivatives 


tom conglomerated experience, are difficult tasks, toward the performance 
which the h intelligence is largely refractory- And that is in major 
h to the living human body 


Part the reasof? ‘why the dichotomous approac 


Olds sway, 
8 he conglomeration of experience by which is intended not merely ae 
tho mation, but the critical counterposition of the data of experience %0 
` end that understanding may be advanced, and the errors inherent in 
Solated and singular observations may be corrected by additive data 
®Ptained from other and different observations, is always difficult. It is 
ig i kill in dealing with many factors at one 
: e realm of the basic sciences, it is ever 
f human biology; this for the simple 


So 
Much more difficult in the realm © Sea be 
j 


re, 
ba that the factors to be included are 5° very much mo: 
the possible variants even more 50- 
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The dichotomous study of the human body persists also because, as was 
in part indicated above, it is the only method by which it is humanly possi- 
ble to obtain the crude data of experience. The fault lies in the extension 
of the dichotomous methodologies and theories beyond this stage to the 
interpretation and integration of crude data. For this different methods 
based on different theories are required. It is at this point that 
psychosomatic medicine fails. 

In this respect there is no redeeming the term, or the concept, of psycho- 
somatic medicine. It should be discarded or it should be restricted as @ 
descriptive term applied to certain crude data. For its present-day usage 
the term biodynamic (or some more happy equivalent) should be employed. 

In advancing the term Biodynamic Medicine we intend to deny the 
validity and to eliminate from our thinking the concept of a causality 
relation in either direction between psyche and soma. Instead of main- 
taining that because of emotional tensions an individual develops an ulcer, 
we postulate that the given individual, representing a dynamic aggregate, 
is affected by the forces which alter his dynamic configuration, and we wit- 
ness this alteration in the totality of his being in all itsrelations. Agam, 
instead of conceiving the sick individual as regressing to a lower personality 
level because of his illness, we will understand that the interplay of forces 
which makes the individual sick, also, and at the same time, though possibly 
in different degrees, effect that alteration in personality which we label 
“regressive”. r, 

Patently this is the holistic concept applied to medicine. It is, in 2 
measure, what Adolf Meyer intended in the term psychobiology. In speak- 
ing of the individual as a “dynamic aggregate” or possessing & “dynamle 
configuration,” we do not intend to join the ranks of the crass materialists, 
or of the unregenerate mechanists. We affirm rather that there are forces 
operating in the world of human beings and the realm of social relations 
which are “in addition” to those counted by the chemists and the physicists: 
But for that we do not deny, in fact embrace and isselude all the forces 
recognized by the mechanists. ; 

In biodynamic medicine we intend then the concept and the study of ms 
living organism, itself a dynamism, as it moves and is affected by t Š 

surrounding forces and continuously alters its configurations. We re 
nize that though ultimately force has a common and basic character, it 
manifest in experience under many guises and in different patterns, such > 
physical, chemical, thermal, electrical, psychological, and social. T r 
are numerous distinguishable embodiments of force whose dynamic effec A 
upon the human organism are well known and recognized. These inclu : 
such instances as parasites, bacteria, toxins, inorganic poisons, poya 
agents possessed of high momentum, extreme high or extreme low t0 


| 
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perature. Some forces operate without corporeal embodiment, as for 
example, suggestion, ideals, panic. The significant idea then is that the 
ving organism conceived as a dynamism, is continuously exposed to the 
effects of multiform forces which surround it. The destiny of the organism, 
and its temporal configuration, is affected and determined by the very 
modifications it experiences as a result of the interplay of its own dynamism 
with the surrounding forces. This conception is implied in the science 

of metabolism, But here it is limited to the energy, (force) intake repre- 
sented by the foods eaten and the energies expended in vital functions 

) and in work. The idea of the metabolic process could be extended to 
embrace all the varieties of energy-exchange experienced by the organism. 
The idea basic to the concept of biodynamic medicine can be illustrated 

by borr owing Descartes’ image of “vortexes gyrating in a closed universe.” 
More descriptive as an illustration is the type of spinning top which 
Carries on its upper surface a number of disks so geared to each other that 

4s the top spins they revolve and the top continuously changes its hues 
and colors. In this contraption the relation of the position of the colored 

isks to each other and the color seen on the spinning top change simul- 
taneously . A time sequence between the change in relation of the disks - 
end the change in the color of the spinning top is inconceivable. Likewise 

'S it impossible to conceive of the change in the color of the spinning top 
having been caused by the change in the position of the colored disks. 

e advantages that can be claimed for the term biodynamic medicine, 

and for the concept which it labels are these: that it supplies a verbal 
"viva conceptual basis to which the particular phenomena in physiology and 
pathology can be referred, and upon which they can be reduced to a 
common denominator. The term biodynamic faithfully and graphically 
reflects the actuality of the living process. The “dynamic” fraction of the 
. ,°™M compels awareness of the continuous motility of the living organism. 
makes possible the association, equation and summation of such diver- 
Bent, instances sree as bacteria, foods, and suggestion. It provides a 
asic pee a as to how these varying forces can affect the living 
Prganism, altering its dynamics. It blends into a continuum the at 
Present apposed states of health and disease, marking them off as different 
„Stees on a conceptual scale. It facilitates the intellectual visualization 
af the simultaneous and multiform effects upon the living organism con- 
“quent to the operation of any force upon its dynamism. | 
i concept of biodynamic medicine ties together the varieties of medi- 


| Cal exn..: 
a eXperience and resolves them by a common formula. 


A CASE OF ADDICTION TO DEMEROL 
JEROME M. SCHNECK, M.D. 


This case report deals with a patient admitted to the Clinic for addiction 
to demerol and pantopon (plus habituation to dilaudid and barbiturates). 
It is the first admission to this Clinic of a case of drug addiction involving 
demerol and is of special interest as the only case of spontaneous addiction 
to demerol so far reported in this country. In the German literature there 
is an article by Kucher' reporting two interesting cases of demerol consump- 
tion, one of which was showing withdrawal symptoms. Kaucher’s case 
and the one presented in this paper are the only two thus far reported, to 
the author’s knowledge, of spontaneous addiction to demerol. Although 
its manufacturers do not disclaim the possibility of habit formation with 
demerol, the impression is prevalent that the drug is not habit forming. 

Since the introduction of demerol (1-methyl-4-phenyl-piperidine-4-car- 
boxylic acid ethyl ester hydrochloride, also known as dolantin and available 
in England under the name pethidine) by Eisleb and Schaumann in 1939°, 
several studies have been made in connection with its morphine and at- 
ropine-like effect in various medical and surgical conditions. It has been 
used experimentally for the relief of post-operative pain, as a pre-anaesthetic 
agent in combination with scopolamine’, as an analgesic agent in obstet- 
rical practice, and in a variety of neurological cases from neuritides an 
neuralgias to tabetic crises, painful phantom limbs, headaches following 
lumbar punctures and post-encephalography cases‘. Its effectiveness 
seems to be due to a morphine-like effect on the central nervous system 17 
addition to an antispasmodic action attributable to a depression of the 


parasympathetic nerve endings and of smooth muscle directly. Clinical 
studies on a large number of patients have been reported by ar ae 
peer 


Addiction to the use of demerol has been studied mostly in addicts an: 
addicts (opium, morphine, heroin) under controlled CORR on 
CASE REPORT 


The patient was a 38-year-old housewife, married but childless. She 


was reared in a comfortable home and educational opportunities eni 
her to obtain degrees in art, music and Spanish. For many years E 
taught school, engaged in church work and led an active social life. 
an attractive, friendly, capable person with a good sense of humor she h 
many acquaintances and friends. g aa te 
Her medical history includes a series of five major operations within Ps 
pericd of thirteen years. These consist of an appendectomy, chole ai 
tomy, məstoidectomy, oophorectomy, and nephrectomy. In additio? 
122 
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she was hospitalized repeatedly for cystoscopie examinations of which she 
had at least nineteen, for a spontaneous abortion two years after she was 
Married, and for various less important complaints. The surgical history 
In this case is typical of the neurotic compulsion to submit to repeated 
Operations, described by Karl Menninger’ and called by him “‘polysurgical 
addiction.” 

: It is known definitely that the patient was taking large doses of pantopon 
M 1936 while undergoing cystoscopic examinations. Thereafter she appar- 
ently used pantopon in gradually increasing doses and later on started to 
take dilaudid. She also took pentobarbital sodium in amounts sufficient 
to make her almost stuporous. She claimed to have had withdrawal reac- 
tions when pantopon was discontinued suddenly but not in the case of di- 
laudid. Her statements regarding the maximum doses taken and time 
Clements involved were considered unreliable. 

The patient claimed to have learned about demerol from an osteopath 
(whom she had consulted for back pain) who told her it was “just the thing 
h take, and not habit-forming.” It could not be obtained for her at that 
time, however. Later it was re-introduced to her by a pharmacist who 

ew about her addiction to other drugs and suggested demerol for her 
Pain alleviation because, he claimed, it was “not habit-forming.” She be- 
gan with a dose of 50 mgm. a day but increased the quantity and admitted 

at on several occasions she had taken 600 mgm. a day. It has been 
Cared from this pharmacist that she purchased at least 1,250 mgm. a week 
Over a three months’ period from him alone. During the few months 
Prior to her admission to our Clinic, she had a craving only for demerol. 

she was admitted to this Hospital for study. Physical examination dis- 
ed a vaginal discharge and occasional bleeding of undetermined cause. 
; Mperature range, pulse and respiration rates, and blood pressure read- 


™s were within normal limits. Blood studies revealed a normal hemo- 


Bobin, red and white cell counts, and cell differential. The blood urea 
The urine analysis 


itrogen was noxpecband the Kahn test was negative. 
ira Negatives? An X-ray examination of the chest revealed, on a flat film, 
*n old interlobar pleurisy in the right lung without any evidence of fluid. 


Neurological examinati ssentially negative. 

gical examination was essenuably " Mul. 
€ patient acknowledged upon questioning that she had observed ae. 
5 Signs and symptoms while taking demerol, regardless of the quantity. 
ese consisted of: (1) shaking of the legs, noticed more when walking 
22 when sitting or lying down; (2) tremors of her ey meen ee 
and akening in the morning; this would last for five minutes 
OR a EE N ds together would help to dispel E 

j “e 

10n, ingli - crawling sensations were noticed.) (3) “ 
poe Ge oringa ee d which would “make me feel chip- 
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per”; (4) a general appearance which caused friends to observe that she 
looked particularly well (which had not been the ease when she had relied 
on pantopon); (5) palpitation upon slight exertion, not observed when 
taking other drugs; (6) frequency of urination. 

A feeling of “stiffness of the upper lip” occurred once, the patient main- 
tained, when she took 600 mgm. within a period of eight hours. She said 
it felt as if she had a “novocain injection” and she felt that talking was an 
effort. She felt as if other people could observe that something was 
wrong with her lip. On this occasion she had no sense of well-being and 
felt fatigued. When taking 600 mgm. a day she also began to sense some 
dryness of her mouth. 

Withdrawal symptoms occurred within 24 hours after discontinuing the 
use of the drug. These consisted of headaches, back pains, mild aching 
of the bones, some generalized body aches, a sense of fatigue, a feeling of 
great desire for the drug, a feeling of tenseness, and a sense of depression. 
These symptoms were relieved as soon as demerol was taken again. 

The course in the Hospital was marked by repeated declarations of her 
wish to cooperate, constant straining at restrictions, and frequent weeping 
spells. Her manner and behavior seemed affected, and her remarks to 
others frequently sarcastic. She was alert and well oriented in all spheres 
(no drugs were being taken). Recent and remote memory were good an 
no perceptual defects were discovered. She had an excellent fund of knowl- 
edge with a verbal intclligence quotient of 124 and a performance 1.Q: 
of 105. 

CONCLUSIONS 


Despite impressions to the contrary, addiction to demerol does occur 
as illustrated by the case presented. It seems likely that when demero 
is used more widely, as it surely will be as soon as the supply increases, case 
reports of the occurrence of addiction to demerol in ambulatory cases ee 
ing no analgesic requirement will appear more often. Patients should no 
be told that demerol is not “habit-forming.” 


SUMMARY 


The first report in this country of a case of spontaneous addiction © 
demerol has been presented. It is believed to be the second case of mF 
kind in the literature. An outline of the patient’s history has stressed i 
features of drug addiction and a polysurgical history. A summary © r d 
physical and mental examinations with laboratory data has been inclu a 
and the course in the Hospital mentioned. Physical manifestations appear” 
ing while the drug was being taken are listed as well as withdrawal ee 
toms‘indicative of what in recent literature has been called “phys 


dependence.” 
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BOOK NOTICES 


Young Offenders. An Enquiry into Juvenile Delinquency. By A. M. ~ 
Carr-Saunprers, Hermann Mannuem, E. C. Ruopes. Price, $1.75. 
Pp. 168. Cambridge University Press, New York, The Macmillan 
Company, 1944. 

This is a statistical study made under the auspices of the British Home 
Office, planned and begun ambitiously before the outbreak of the war, 
reduced in quality and quantity by the pressures of wartime. In itself the 
enormous amount of statistical data gathered in 1938-39 fails to teach any- 
thing of importance on juvenile delinquency. If, however, in the future, 
similar investigations should be made at regular and frequent intervals an: 
conducted by similar methods, information so gained on trends and correla- 
tions might become valuable. (P. B.) 


Coming of Age. By Esrurr Luoyp-Jones and Rura Frpper. Price 

$2.50. Pp. 280. New York, Whittlesey House, 1941. 

The purpose of this book is to provide “down to earth” material for young 
people that will be of assistance to them in their dependence-independence 
conflicts with their families, in their choice of school, in their social and voca- 
tional adjustments, and in their general development of a dynamic sense 0! 
values. The source material comes from personal interviews with severa 
hundred college students, carried on in a project under the auspices ©} the 
American Council on Education. The generous quotations from the inter- 
views emphasizing the commonality of the problems of youth, and the 
specific information regarding educational and vocational training an 
employment resources are the particular strength of the book. (L. C. 


The Navaho Door. By Lr. ALEXANDER H. Leicuron, M.D. and Dororate 
C. Lerauron, M.D. Price $4.00. Pp. 149. Cambridge, Harvar 
Univ. Press, 1944. ee 
A careful study of the social life, the ideas, the feelings, the frustration’ 

and the satisfactions of any minority group is always of importance to i’ 

psychiatrist. In this book, two competent authorities, both physic! ry 

put into beautiful English a general survey of the Navaho which own) 

psychiatrist and, for that matter, every American shou de (IK. A.M 

Infants Without Families. By ANNA Freup and Dororay BURLINGH NS 
Price $2.00. Pp. 128. New York, International University +° 
1944. ; pee 
This book is offered as a practical contribution to the problems inv 

the care for homeless children after the war. In summary form the aut ait 

present their findings in regard to the comparative development of ilies: 
dential” (institutionalized) children and children who grow up in, fam ner 

The majority of the observations reported are in agreement with 4 

psychological investigations of the “institutional child” and suppor 

psychoanalytic view of human development. K  actical 
Tlie book is especially recommended to those interested in the prar Ż 
problems of sound psychological management of children in institu” 
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While the authors have not attempted a thorough theoretical evaluation 
of their findings, those concerned with child analysis will be interested in 
the illustrative case material from a theoretical point of view. (S. E.) 


M anaging Your Mind. By S. H. Krarnes, M.D. and E. S. THETFORD. 
Price $2.75. Pp. 374. New York, The Macmillan Company, 1944. 
This is a popular presentation of the principles of psychiatry with 

Particular reference to physical symptoms and other common manifestations 

p ely to be encountered by the average citizen and unlikely to be recognized 

a him as psychiatric. The first half is more didactic, the latter half more 
ortatory. The first part is the better. (K. A. M.) 


Set 


P Sychoanalytic Orientation in Case Work. By Tuomas M. FrENCH and 
ALPH OrmsBy. Price 50¢. Pp. 51. New York, Family Welfare 
Association of America, 1944. : 5 
is booklet contains two articles. Doctor French in “Psychoanalysis 
and Social Work” presents in a particularly concise way the important 
Principles of psychotherapy essential as minimal knowledge for the casework 
Practitioner. “Treatment in a Dependency Situation” by Mr. Ormsby 
1S a case presentation of a family’s activity with a private family agency 
per a period of 32months. The case demonstrates the practical application 
Y the caseworker of the principles enunciated by Doctor French. i 
octor French’s confidence in social workers as a developing, responsible 
8roup and his recognition of the increasing cooperation of that group with 
rey Choanalysts in psychotherapeutic experiments may have significance 
Sr the future, (D. C.) + 
Religion and Health. By Sewan Hiner. Price $2.50. Pp. 292. New 
TX: The Macmillan Co., 1943. AN nE 
‘Ae author is the Executive Secretary of the Commission on Religion 
Al Health of the Federal Council of Churches of Christ in America. 
haowe with Smiley Blanton, Harry Bone, Otis Rice and a few others, he 
a one much to arouse an interest among the intelligent clergymen in the 
of chological and psychiatric aspects of the personality and the relation 
abl ese to the religious life of individuals and of groups. This book 
wX documents this point of view in a systematic description of mental 
pegiene, psych, eng medicine, the function of Christianity in mental 
Salth, the pari ‘en of psychiatry in religion, the religious worker and 
“ntal illness, ‘and similar topics. (K. A. M.) 


Ny s , 
Mopsis of Neuropsychiatry. By Lower 8. Senne. Price $5.00. 
P. 500. St. Louis, C. V. Mosby Co., 1944. 
Psyohjap o ual aims to provide a simplified, syst 
lostin a> i i ersons: p 
nee s the detail of Pa AS medical textbooks; the practitioner who 
ino id in di is; the speci S í 
itene reviews it eccrine ae ae outline form with the following 
atolo, Cvered for each disorder: definition, etiology, pathology, sapia 
Ca lileetil dagos, prognosis Sad Ben ek we 
ae Tram ees care he The author is Director of the 


m rom the neurological standpoint. + 
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ematic coverage of neuro- 
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Psychopathic Clinic connected with the Recorder’s Court at Detroit, 
Michigan. (I. B. M.) 


Unconsciousness. By James GRIER Miuuer. Price $3.00. Pp. 329. 

New York, John Wiley & Sons, Inc., 1942. 

The author of this book has made a systematic presentation of the 
various ways in which the word unconscious is used in psychological 
literature, describing each of these at some length, illustrating them an 
summarizing the present knowledge and views on each of these concepts. 
It is, therefore, an important reference book. (K. A. M.) 


A Handbook of Psychiatry. By P. M. Licurensrein, M.D. and $. M. 
Smarr, M.D. Price $3.50. Pp. 330. New York, Farrar & Rinehart, 
Inc., 1943. 3 
In German scientific literature the equivalent of our word “Handbook 

is an exhaustive treatise. In English the word is often used to mean an 

exceedingly condensed and necessarily superficial epitome. This vol 

is a handbook in the latter sense. It summarizes psychiatry, for the N 

part, according to concepts and practices of twenty years ago. ie 
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PEDIATRICS AND PSYCHIATRY 
By KARL MENNINGER, M.D. 


} Last year the editors of the Bulletin announced a series of issues dealing 
4 with the inter-relationships of psychiatry with the other specialties of 
medicine, The experiences of medical officers in the Armed Forces, where 
gap nts can be impartially and objectively considered by many specialists 
perang together in groups, has tended to alter both the concepts and the 

th miques of the practice of medicine. Most impressive is the fact that 

the illnesses of so many patients arise or develop on a non-organic basis, 

Us putting them into the general category of psychiatric problems. Most 
Physicians are not psychiatrists and never will be; 


of hospitals, clinics, private physicians, ca: 
pnt something between a third and a h 

FS M chiatric in nature. The obvious conc 

, fa eni Specialties must add some psychiatric understanding and some 
M an chiatric techniques to their professional equipment. The fact that there 
p i © not, at the present time, adequate plans or facilities or even definite 
K eas for the inculcation of that amoun and 3 

4. Dertness in psychiatric matters required by the physician in other special- 


lusion is that more physicians in 


a ee isa pertinent problem worthy of the concentrated attention of the best 
K kers in the profession. 
Pediatrics is a specialty in which the necessity for more psychiatric 


0 y 
Tientation was_recognized by the profession long before the present war 


a x : 5 
‘ oad One whiclf ike obstetrics and gynecology, has received relatively little 
etro the war experiences. Dr. Henry F. Helmholz, chief of the 
Clinic, told the writer in a personal 


Se 
“ction on pediatrics of the Mayo ter in 
hs ago that the pediatrician had been 


ECO) R A 
‘fore erence at Rochester a few mont i 
i “eed to open his mind to psychiatric concepts and techniques. 

“a Concepts of feeding techniques haye so altered,” said Dr. Helmholz, 
been Progress in the prevention and treatment of children’s diseases has 
j thane. great that the pediatrician as found his field of activity radically 
© are Sed. He has come to realize that the physical diseases of childhood 
a y often less of a problem for him than the regulation of the life habits 


167 


j 


at the present time less _ 


than 2% of American doctors are psychiatrists. Yet the statistical records ~ 
sualty lists and the like allindicate _ K 


alf of all patients are essentially |” 


t of information and that degree of, 
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and mental health of the child. This, in turn, has obliged him to study 
the effect of parental attitudes and the origins of these attitudes. He has 
thus been inducted into psychiatry by the force of circumstances.” 
Psychiatrists, on the other hand, were rather similarly forced into & 
better acquaintance with pediatrics through a similar evolution. Psychia- 
try was originally concerned primarily with the mental disturbances of 
adults. To be sure, there were occasional children with convulsions or be- 
. havior disturbances which attracted attention but in the main these were 
neglected problems. It was not until the monumental discoveries and 
researches of Sigmund Freud that psychiatrists came face to face with the 
fact that the mental afflictions of adults are regularly referable to the 
emotional conflicts, pressures, stresses and traumatic experiences of child- 
hood. Psychiatrists began the study of children through the telescope, 48 
it were, by learning of the childhood sufferings in the course of historical 
or psychoanalytic investigations of adults. Gradually, however, they ap- 
proached closer and closer to original sources and began to give more and 
more attention to disturbances in children which had previously been re- 
garded as trivial, inconsequential, transient and negligible. Like the 
pediatricians they were forced, then, to be more concerned with the path- 
ological attitudes and behavior of parents, the results of which were mani- 
fested first in childhood and later in the adulthood of those traumatized 
children. 

Gradually, therefore, a specialty within the specialty has grown up, that 
of child psychiatry. It has often been said, and cannot be said too often, 
that a child is not merely a small adult; he is a very different creature 
with different possibilities, different living and thinking techniques, different 
types of reactions. Belatedly these have been studied by psychiatrists and 
are being studied more and more, greatly aided by the investigations ° 
pediatricians, child psychologists, psychiatric social case workers, child an- 
alysts, students of nursery school and kindergarten behavior, teachers an! 


others with whom reciprocal relationships of helpful c&$ yation are 7 


creasingly being established. 

It was the original intention of the editors of the Bulletin to ¢ F 
articles of this number about such psychosomatic problems of childhood A 
might be collected from our joint experiences. It was soon apparent, ho 1 
ever, that in a sense this would have been an antiquated and reaa y 
sterile procedure. There may be some psychological factors, for examp e, 
in an attack of measles but their importance is academic and theoretic? 
rather than practical and the pediatrician needs no particular help 1n t E 
direction. As Doctor Helmholz said, the pediatrician is increasingly a if 
cupicd with problems of a very different nature—problems in which 7 
psychiatrist ought indeed to be able to contribute some helpful ideas ® 
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| 
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suggestions on the basis of his experience. The psychiatrist sees many 

grown-up” children still suffering from and reacting to the mismanage- 
ments, misconceptions and misadvantages of the childhood period. The psy- 
chiatrist also sees some of these childhood reactions in statu nascendi, and 
their relationship to his adult cases is ineseapably clear. Hence the psychia- 
trist has developed some tentative conclusions and procedures in regard 
to child management which have, at least, a certain logic. In addition, 
the psychiatrist has come to have recommendations in regard to the man- 
agement of certain common problems, erroneously considered minor by 
many parents, which are often encountered in the practice of pediatrics 
and general medicine. It is of these experiences and conclusions that we 
Speak in the articles to follow. They are contributed in the spirit of prof- 
fered cooperation with our pediatric colleagues, from whom we need recipro- 
cal studies and interpretations. We feel that in this way, and in this 
Way only, collaborative medical science progresses. 


THE PEDIATRICIAN AND THE CHILD 
By ROBERT L. WORTHINGTON, M.D. 


Not long ago I talked with a pediatrician who told me that in his war- 
busy city he was seeing more than 100 children a day. He could take 
only the more urgent cases and was plainly troubled by the knowledge that 
he had to neglect some of the most important aspects of his work. He 
knew that mothers needed to talk to him and yet he had no time for this. 
He knew too that he should have time to consider the emotional as well 
as the physical needs of the child, but what could he do about it? He 
didn’t even have time to read about such things and, like most doctors, 
had received little or no useful psychiatric education in medical school. 

This man knew the importance of the psychological aspects of child care 
and most physicians who treat children are at least somewhat aware of it. 
Not only are they the close advisers of the mother during the child’s form- 
ative years but they often deal directly with the child in ways that may 
affect his emotional development seriously. Knowing as he does that the 
emotional problems of adults have their roots in childhood, what can the 
pediatrician do to help in the formation of strong, healthy minds as well as 
bodies and how can he obtain this knowledge? 

When I finished my medical training I felt I was prepared to manage 
infant feeding and most of the medical and minor surgical conditions ° 
childhood. I gave what seemed adequate advice on many problems sue 
as toilet training, bed wetting and thumbsucking. However, as time 
went on I found that the advice I gave was not always so adequate an 
I began to look for other answers, as I am sure most pediatricians do. 
Also, I gradually became concerned about the wisdom of certain medica 
and surgical procedures or the manner in which they were carried oul 
I felt more and more that the child’s emotional life was not being CODs 
sidered enough, either because of lack of time or becaus of ignorance. d 

From my experience and from my reading I came to Nealthat I neede 
to know more about these things and this led to my entering the field a 
psychiatry. To a certain extent my experience is typical; for while see 
pediatricians do not become psychiatrists, they are all faced with PSY 
chiatric problems with which they must cope in some way. For this rea 
I felt that a few observations drawn from nearly 11 years in both fiel 
might be of interest and use to some readers. ' 

Every doctor knows that from the moment the infant is born he is face 
with the struggle for existence, with the necessity of making an 
number of adjustments to his environment. Many physicians forget oF 
not seem to know that the child’s capacity to do this is greatly affect? 
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by a number of specific things: the amount of love and security he receives, 
Ea ee experience, his toilet training, the attitudes of parents and 
NN m toward him, and many more. All of these matters are dealt with 
3 er fully in the literature but I want to take up certain things that are 

ot so often written about but which are also of great psychological im- 
portance, 

In the infancy period there are several frequently performed physical 
ast lures that may be traumatic to the child’s psyche. Circumcision of 
on olani, often done by the obstetrician, is now practically routine 
ibn nerican practice. If circumcision is necessary it is probably best 
To : = the first few days of life for psychological as well as surgical reasons. 
ite er, many of these circumcisions are not necessary, the prepuce being 

er too long nor too tight, and many of them are carelessly and im- 
evenly performed. To decrease the sensitivity of the glans is not the 
nmixed blessing it is supposed to be. Many parents request circumcision 
cause they wrongly believe that it will lessen the chance of prolonged 
ies wetting and masturbation. Circumcision at this early age probably 
will not cause a severe psychic trauma as it may do at a later time, which 
be discussed further on. 
5 e various immunizations of the infant probably do no psychological 
kite if they are done with careful consideration of the child’s feelings, 
often they are not. Many times infants develop a lasting fear of the 


Sector when severely f rightened during this and other minor but sometimes 
er, place him in a 


ful procedures, To take the child from his moth 
er TEG environment, and then give him a painful injection may be quite 
errifying, especially in infants already insecure for one reason or another. 
a ie mother should hold the child and distract his attention, perhaps with 
Sokie or toy, while the injection is being given. 
on P h ysical examination may frighten some children and should not be 
ae an abrupt or brusque fashion. As many pediatricians know, 
r oe the chato play with the instruments, or to examine the doctor 
A urse, or distracting him with toys or candy are often helpful. It is the 
Y in which such simple things are handled that may either build a strong 
fruitful relationship between the doctor and child or destroy it. 
in pediatricians try to make their offices as much like a wee r 
ieee. le, thus affording the child a greater feeling of security instea oi 
e him be frightened by strange surroundings and displays of instru- 
Too; S which he may imagine to þe tools of torture. Furnishing reception 
tease with childrens’ furniture, books and toys, making exenmung e 
Sut aod t rooms less severe in decoration, and keeping most instruments 
ha oi Sight, are helpful in lessening the child’s anxiety. Many physicians 
found that they could examine or treat a fearful child after previous 
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failures when they appeared in their business suits instead of gowns. With 
badly frightened children it is better to give up a procedure until a later 
time, unless it is extremely urgent, and to spend the time in letting the 
child become acquainted with you and the office. In these days of seriously 
overworked pediatricians such ideas may sound impractical but the benefit 
to the child is well worth the additional effort. 
In the examination of older children, that is, from the age of about 
3 years, it is very important not to spend a long time examining any one 
part of the body, especially the genitals, because this is apt to arouse undue 
fear in the child. For the same reason the child and his condition should 
not be discussed in his presence unless only reassuring things can be said. 
Many children develop lifelong fears of heart disease and other afflictions, 
in part at least, because of a careless remark dropped by a physician. 
Pediatricians, like the parents, often underestimate the small child’s ability 
to understand what is said in his hearing and it should be remembered, 
also, that the child may misinterpret innocent remarks if they are am- 
biguous. On the other hand a secretive attitude should be scrupulously 
avoided. 
In older children there are a number of things that are apt to be severely 
and specifically traumatic to the personality development. Preeminent 
among these are certain surgical procedures. A tonsillectomy is not simply 
the removal of diseased glandular tissue involving a little risk and only 
temporary alarm and discomfort to the child. It is a procedure that me 
if ruthlessly done, cripple his personality for life. Unfortunately, tonsille? 
tomies are often deemed most necessary between the ages of four and ore 
It is during this age period that the child is going through a great deal 0 
conflict over various biological impulses, especially excretory and sexu® 
problems. Parents often threaten their children in many ways in order to 
stop bed wetting and masturbation, even to the point of threatening actu 
castration. Because of these conflicting impulses the child is already 1° a 
state of fear, feeling that he may be injured in some ws heven castrate’ 
though he may not betray this to a casual observer. When a tonsilleetom” 
or any other cutting, is performed during a period when a child is te 
so threatened, he may easily feel that the threat is going to be carried 0 
if he is not given adequate psychological preparation. Many parents a? 
even physicians tell children that their tonsils are being removed to y 
bed wetting, which, like masturbation, is often based on a sexual conte 
Circumcision during this age period may be even more damaging to a 
psyche and when the two procedures are performed simultaneously ? 
emotional shock may be exceedingly severe and last a lifetime. S 
these same sexual conflicts are reawakened in adolescence, similar resu 


p e 
may obtain, although they are usually greatly lessened by the increas! 
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knowledge and ability to understand at that age. An appendectomy is 
also not without its specific psychic dangers. The study of a number of 
cases has revealed that this too may be regarded by the child as a castration 
threat, or experience. 

Perhaps some of the greatest psychic insults are various procedures, 
Some of which have already been mentioned, that are intended to prevent 
or cure masturbation and bed wetting. These problems, certainly mas- 
turbation, are usually psychological and yet often a drastic surgical pro- 
cedure is undertaken almost as if to actually carry out the castration 
threat, instead of trying to understand the psychological problem or send- 
ing the child to someone who can. One of the most shocking and irrational 
Procedures is the removal of the clitoris, an important sex organ. Almost 
as terrible is circumcision of little girls and the passing of vaginal or urethral 
Sounds. Some time ago at this Clinic we saw a young girl who had had a 
“reumcision “to decrease her nervousness,” indicating the doctor’s basic 
misconception that masturbation causes nervousness, since for what other 
reason would he operate on this organ? The child did improve for a short 
Period after the operation as is often the case, probably because of the 
Steat fear induced. However, it was not long before she became psychotic, 
Or nearly so, engaging in various compulsive acts to the point of severe 
exhaustion, refusing to eat and resisting sleep in every possible way. She 
Nearly succeeded in her apparent aim of destroying herself but patient and 
Prolonged psychiatric care brought her to a stable emotional adjustment. 
Although there were many other factors of importance in the background 

er illness it became clear during her treatment that the ciroumoision 

ad indeed been of the greatest significance. Not only may extreme terror 

© aroused by such procedures but the child’s attention is certain to be 

Scused on these organs to an even greater degree, with a more severe 
Conflict resulting. 

Sychiatrists frequently see € 
8 such procedures, yet they ar 


te 
l x niess bed wetting is caused by so 
badd, vesical neck obstruction w1 


an S; see i í a 
ae for ‘girls. The dilations are a : Il ee atta from 
ong the only treatment needed. The bedwetting usually stop 

to ten treatments . . . . But with 
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eye or football talk’ the treatments nearly always may be carried out 
satisfactorily.” 


Angry responses from many doctors, including a medical school professor 
and one of my colleagues, brought a reply that “Our Query and Minor 
Note Department is now fully informed on the fact that the proper ap- 
proach to this subject is probably almost wholly through the psychological 
rather than the physical side.” 

Unfortunately it is not widely known that masturbation is a perfectly 
normal part of childhood development and that when it is ignored it ceases 
spontaneously. The age-old taboo against masturbation is so strong 
however that drastic things are done to prevent it. Threats and even 
actual injury do nothing toward decreasing this natural impulse and al- 
though the masturbation may be stopped the conflict thus aroused is almost 
certain to do severe and permanent damage to the child’s personality. J 

Careful weighing of the surgical urgency against the possible psychic 
injury should be a regular consideration of every physician treating chil- 
dren. This is especially true in fearful and insecure children. Careful 
psychological preparation of the child by the parents and physician will do 
much to lessen the possible damage. The child should be told exactly 
what is going to be done and why the procedure is necessary. His questions 
should be answered fully and frankly. To deceive him is far more dam- 
aging than any knowledge of the actual facts could be. 

When anesthetics are necessary the psychological preparation is just as 
important as the physical, and even more important is the way in which 
the anesthetic is given. Too often an ether mask is clapped over the 
child’s face; he is told to breathe deeply and is pinioned to the table. Bis 
screams of fear and rage bring only a further clamping down of the mask 
and more ether. There is seldom an excuse for such treatment in these 
days of better anesthetics and basal anesthesia. No longer is it necessary 
for the child to go to surgery fully awake and to be frightened nearly t0 
death by strange sights and sounds. ey ee, 

Short, acute illnesses seldom present much of a problem but the child’s 
emotional life must be kept constantly in mind during the longer, chron 
illnesses. In any illness the examination of the child should be undertake? 
with the thought in mind that he may be more fearful than he appeal 
that a chance word, gesture, or pause may excite new fears or may su a 
stantiate fears already present. This is particularly true of children wh 
have been ill frequently and in those who have or have been led to believ® 
by their parents or others that they have a disease of some vital organ: ri 

When a child has to remain in bed for many weeks or months, we have f 
problem similar to that seen in many compensation cases and in the W% 
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neuroses. “4 q 
flores we gain” from the illness may become so great that 
with his S gore the child to return to an active life and continue 
Pedcastions à ga growth. By “secondary gain” is meant all of the 
ta PNA E a may derive from being ill. In compensation cases 
return to his w rk tang wall 8 peronh yo give up an assured income and 
lithe he ee une well as having to give up many little personal atten- 
Ps condte ved w hile ill. In the war neuroses it is also well known that 
yy cain - goes without treatment for any length of time, the “secon- 
soldier is pene great and the neurosis may become fixed. The sick 
da E e only assured of permanent care by his government but he 
ill. These - i return to battle or assume the burdens of life if he remains 
Potion a ts are to be distinguished from malingering, a conscious 
. In the child we have a similar problem with long illnesses. 


e is alr : 
already confronted with the extremely difficult jobs of growing up 


and of taki ane 
taking responsibility, and if given too great a chance to sidestep 


these si 
Deca wage advantage of it and will regress to a more infantile state, 
Way, ile as also feels that his illness may handicap him in life in some 
after jp he i all seen the child who again begins to wet and soil himself 
attention a physically ill, who becomes more and more demanding of 
Struggle flow - hosed in numerous other ways more or less gives up the 
not to ae head In long illness therefore it is extremely important 
expected in D SS and coddling attention, but the child should be 
as his illnes diet ways to keep up his former level of achievement insofar 
responsibility, will let him. Often school work can be continued; certain 
Nd in oth sti can be assigned to him; occupational therapy can be started 
level, ie er ways he can be expected to perform more or less on his previous 
may SA an if too much is expected even further emotional regression 
ght to on especially if the child does not get the gratification he has a 
t0 expect for his continuing performance in spite of a handicap, the 


t Mos 
al a i een gratification being the approval and understanding of those 
Xplaha: tio, i ee who is ill for a long time should have the same frank 
'e given K of What the trouble is and what he must look forward to as 
n the before surgical procedures. An optimistic reassuring attitude 
Just as part of the physician and parents is of the greatest importance. 
Sure Ta the adult however, platitudes bore the child and do not re- 


Wheenia 
ay ies who has to have frequent medi 
Ww © suffer from emotional damage. 


o 
a age 
i, requira such conditions as hay fever, asthma, 
treatmer, numerous injections Or manipulations. 
nt frighten the child but he sooner or later becomes con 


cal treatments over 2 long period 


This is especially true of those 
syphilis, and other illness 
Not only may each 
vinced that 
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he is different from other children, a feeling that may lead to chronic 
neurotic invalidism. Knowing these things, the pediatrician may do 
much to forestall serious trouble by his explanations both to the child and 
to the mother. This is especially true in such conditions as asthma in 
which there is always a severe emotional problem already present. Here 
again the pediatrician must be ready to deal with the tendency to regress 
and see to it that he does nothing to reinforce it, although it is not generally 
so strong as in the child continuously confined to bed. 

It is well known now that obesity is the result only of overeating but 
not so well known that the overeating is frequently due to an emotional 
problem, usually chronic frustration and unhappiness. Here the physician 
must look into the home situation. He must also remember that to put 
the child on a severely restricted diet is adding just one more frustration 
which will only increase the tendency to eat. Failures to cause weight 
loss are usually due to the child’s inability to stand that frustration, with 
consequent indulgence in surreptitious eating. The diet should be 35 
bulky and frequent as is consistent with a gradual loss in weight and every 
effort should be made to get at the root of the underlying emotional prob- 
lem. The youngster hates his obesity because it sets him apart from 
others, but since he does not receive other sorts of gratification he continue’ 
to overeat. 

Rare is the pediatrician who does not often feel that the parents, espè- 
cially the mother because she deals more with the child, are his greatest 
problems. Over-solicitousness and over-protection on the part of the 
parents may do far more psychic harm than neglect. These attitudes are 
usually the result of deep seated problems in the mother, but the pedis- 
trician, by explanation, direction, and reassurance, may do much to mini- 
mize the effect of these attitudes on the child. Often he can relieve a 
anxious mother by a frank discussion of the fact that she can and ari 
have feelings other than those of love for her child at times, that the chi 3, 
is a great burden and responsibility that she naturally resents, and that 9 
attempts to counteract her guilt over these feelings by over-indulgenc® 
over-solicitousness, and over-protection may seriously harm the ch b 5 
Of course, he must use the utmost tact in this and have a “feeling” for t es 
right opportunity. Another aspect of the same problem is son 
seen when parents attempt to force the physician to “do something” O7 
treat the child in a way that may be against his better medical judgmen i 
He must be particularly wary in such cases if he is to protect the child fro 
parental hostility and guilt. 

The pediatrician has a far broader and more important job than 


just 
the physical care of the child. He is dealing every day with develop™ 
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personalities in ways that may affect them greatly. To take this fact 
into serious account will add, I know, to the burdens of the already over- 
worked pediatrician. However, not only can he find this aspect of his 
work tremendously interesting, but the returns to children and parents 
will be extremely gratifying to them and to himself. 

To return to the problem of the pediatrician to whom I referred in the 
first paragraph of this paper, the fact that he is troubled because he feels 
© Is neglecting his patients in spite of all he is doing, indicates a steadily 
Stowing change of attitude among doctors about what is “essential” and 
Most important” in the treatment of children. With increased under- 
Standing of the personality development of the child, pediatrics will un- 
doubtedly be recognized as one of the most important of all medical special- 
1s, perhaps the most important. 


ar 
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MOTHERING, FEEDING AND TOILET TRAINING IN INFANTS 
By ELISABETH R. GELEERD, M.D. 


In the course of the development of pediatrics as a branch of medical 
science, principles of hygiene and dietetics have held a prominent position. 
New discoveries regarding nutrition, infection, growth, and the peculiar 
diseases of childhood led to a revision in many of the time-honored methods 
of child care. The customs of our great-grandmothers were found, in 
many instances, to have been contrary to the best interests of the child 
and contributory to tuberculosis, marasmus, rickets and other afflictions 
which kept the child mortality rate so high. This program brought the 
science of pediatrics into an eminent and honored position among the sister 
specialties in medicine. 

In this concentration upon the physical health of the child, howeve 
certain aspects of the problem were forgotten. Among the methods 0 
child care used by our great-grandparents some were discarded which the 
further study of the child has shown to be essential. These relate pa 
ticularly to the personal relationships between the baby and those who care 
for him. 

It is an elementary principle of psychiatry that man does not live by 
bread alone and that infants need more than proper food, appropriate 
vitamins, sufficient sleep and occasional pats. When a child feels unco™ 
fortable because he is hungry or wet, too hot or too cold or unwell, he ¢2? 
do little but cry. Crying is an indication that the baby is in need of atten- 
tion. Yet one often encounters the attitude that one should not give 2 
to a baby’s crying because this might spoil him. Of course as a ¢h! 
grows older, he gradually learns that his wishes cannot always be gratifie 
immediately; for the young infant, however, to be left helpless and up 
comfortable is an intense frustration, sometimes more than he can bear 
He easily may develop an attitude which will persist dyring his whole lie 
that the world is a bad place, full of frustration and lonéliness. Such a 
child grows into a dissatisfied adult, always feeling that whatever he ge 
is not good enough or not the right thing. He tends to be pessimistic Ei 
easily depressed. Infants who receive much attention, who are willing 
picked up and sung to and rocked, are much more responsive than ne 
children who receive only “perfect physical care’? 7, Whenever 
attending person has to stop caring for a child, the infant immediately ri 
acts by refusing food, or by tearfulness and discontent. In time he T i 
get used to a new person and if this person is a motherly individual E f 
baby will not have suffered a lasting harm. If changes are made ve 4, 
often, however, the child is almost certain to react to them adversely" 
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He m z 
Eba ere variety of symptoms such as eating or sleeping dis- 
fies he See , 3 normal bowel function or generalized apathy. Some- 
Hospitalized ood to the point of endangering his life and has to be 
in restorin a E such instances a regime of “mothering” is as important 
Sites ea : e baby to health as is the medical treatment’. 
aleto moth amps for conscious or unconscious reasons, may not be 
about anoa er child properly. Conscious reasons may include worries 
family ae chp from her husband, illness or death in the 
will an i ae ese worries may preoccupy her to such an extent that she 
are rooted i nh devote all her love to the child. Unconscious reasons 
actory eN e mother’s own personality. If she has not had a satis- ` 
not be abl : he ment emotionally to her own parents and siblings, she will 
conscious] pa accept her rôle of mother to its fullest extent. Although she 
im. Sh y tries to love her child, he realizes her underlying attitude toward 
in ae may hold the child clumsily or may “‘over-mother” him, handling 
in too fa after his feeding or when he is sleepy; she may talk to him 
adjustment or too cross a voice, Or Jet him cry too long. When the mal- 
Standing Fy the mother isa superficial one, consultations with an under- 
to take r iatrician or psychiatrist may relieve her enough to enable her 
relinquish, p of her child adequately. i Tn severe cases she may have to 
it is advisab e personal care of the child to a more maternal individual’; 
Care Sa, le for her to receive psychiatric treatment before resuming the 
of her child. 
cae is maladjusted, the c 
WS becan, ed individual. For example, 
S aie he had eaten poorly since babyhi 
child in ile aaa. and had developed many fears. He was the fourth 
ere fair} e family and his conception was an accident. The other children 
veleomed ep adjusted. His mother stated that although she had not 
tight» E is child as she had the others, “once he was there it was all 
© Was he Water ot able to nurse him as she had the older children, and 
Offered ae ona formula right away. He refused the bottle when it was 
Dreserip o him but his mother forced the feedings down according to a 
ribed schedule, although it sometimes took her an hour to an hour 


finish, half to make him take the bottle. She would not stop until he 
ick him up because she believed this 


ocedure was followed as he grew 
at one meal, it was set before him 
ntil he had finally eaten the 
es which usually ended with 


hild himself will usually become a 
a little boy of five was brought to 
ood and in addition was dis- 


ol ae 
at thy nenever he refused a certain dish 
ced meal, and the next, and so on U 
the one food. This invariably caused scen: 
Vomiting his food. 


He b 
ecame increasingly aggressive When he was three 


and stubborn. 
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years old he had nightmares in which he was chased by a witch who tried 
to choke him. The mother was convinced that she loved the child and, 
indeed, the superficial observer would not have been critical of her manage- 
ment of him. In interviews with the psychiatrist the mother showed 
clearly that she had rejected this child from the beginning, had always 
compared him unfavorably with the other children and, although super- 
ficially she was friendly and loving to him, in many subtle ways she had 
pushed him away when he needed her most. In subsequent interviews 
it also became evident to the psychiatrist that when the child was born, 
the mother was no longer in love with her husband and this was the basis 
of her attitude toward the child. The situation was relieved a great deal 
when, through psychotherapy, she realized the nature of her feeling toward 
the child. 


FEEDING 


Pediatricians recommend breast milk because of its nutritional value. 


Breast feeding, however, is also superior from an emotional point of view: 
When the child nurses he not only satisfies his hunger but also derives 
pleasure from sucking, a satisfaction which is related in a broad sense ee 
sexual gratification and which later contributes to a normal sexual life’. 
Therefore it is of great importance to realize that disturbances in carly 
feeding may initiate a train of difficulties leading from childhood “feeding 
problems,” finger sucking and nail biting to abnormal eating patterns mw 
adults and to even more serious neurotic maladjustment. Unfortunately 
many mothers have difficulty in feeding their children because of a Te 
luctance to do so which is usually rooted in a maladjustment in the mothe? 
herself’. ; 
Children differ considerably in their needs from the moment they a 
born. Some children need more food and at more frequent intervals bee 
others'. Therefore, the feeding schedule should be adapted to suit t ft 
needs of the individual baby because young infants gal not be le 
unsatisfied when they are hungry, nor should they be awāktned from sleep 
to befed. Hunger apparently arouses severe anxiety in an infant, anxi? 
which must be biologically rooted since, of course, without food the wee, 
would die. His crying is an indication of this anxiety and it is the functi 
of the mother or nurse to alleviate his fear as quickly as is practic o 
because the young infant is unable to cope with such tensions- me, g 
skeptics may say that this would mean that the mother would be erie, 
to the cradle all day long and would be feeding the baby every half ho i 
Actually this happens only if the mother is insecure in her relationship iy 
the child, whether from lack of experience or because she is temperamenti A 
unsuited to care for the child intelligently. In the majority of cases & 
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a short time of experimenting, the baby establishes his own routine, a 
routine which really fits his own particular needs. Of course this will 
mean that the mother must spend more time with the baby at first, espe- 
cially after she comes home from the hospital, and that she will need support 
from the pediatrician®. This will be rewarded by the fact that the infant 
will be better adjusted. Some compulsive mothers, however, are addicted 
to rigid schedules and become uneasy if the child is on a flexible routine. 
The child usually reacts unfavorably to this uneasiness and in such instances 
the flexible schedule is contraindicated. 
WEANING 

Modern dietetics requires the gradual introduction of new foods with 
new ways of taking them; when prescribing them it should be borne in 
Mind that in general, infants do not take easily to new things. Therefore 
they should always be given a long time to prepare themselves for a new 
method and it should never be initiated when they are going through an 
Upset period, such as might be caused by a cold or other physical illness, 
a change of routine like traveling, or the temporary absence of the mother 
Or nurse. If possible at least partial breast feeding should continue until 
the child is about nine months old. Weaning always will be felt by the 
child as a withdrawal of a great source of satisfaction and therefore it 
Should never bedone abruptly. Gradual reduction of the number of breast 
®edings in a day combined with a slow acquaintance with the new mode of 
eding from bottle cup, or spoon is essential. Breast feeding extended 
Past the age of nine months prolongs the pleasure in sucking to the pony 
Where it may become difficult for the child to give it up later. This may 
“tablish a life-long preference for oral activities with attendant personality 
Problems, 
ete pleasure in sucking is apparently so great that most inte 
a cking movements even when they are not hungry orbeng ionam aI k 
of oF a few months the child begins to put almost any object” 9 Tor 

the bedelot u% toys, and invariably its own fingers—into its mouth Ae 
T ` The finger sucking in particular seems to excite a i a 
r fear that it will become a habit. Unfortunately E a Te d of 
nsult the doctor about the fingersucking and will resort to all i T 
ony Dressive measures such as tying the chidamas ot ae ae 
the aces on its fingers. This will usually break the A mates Pe 
arisi is ed to suck remains just as strong one ee tae BES relin- 
‘ine in place of the finger sucking. Infants usua ly spo) F 
N finger sucking as the scope of their interests widens. 1 ona sets 

Tod of time they fall back to this first pleasure under particular ¢ 

y fall back 


à . 
i ces—when they are tired and sleepy, OY frustrated and unhappy: 
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Compulsive and habitual finger sucking or its prolongation except On 
oceasion beyond the age of from one and a half to two years indicates that 
the child is emotionally insecure and that the mother-child relationship is 
disturbed. 

Since the practise of tying a child’s hands or body is rather widespread, 
it is worth remarking here that restriction of a child’s bodily movements 18 
detrimental to its emotional and perhaps even its physical development in 
the sense of neuro-muscular coordination. Children’s garments shoul 
not fit too snugly nor should bedclothes be drawn too tightly. The spor- 
taneous kicking and squirming of the happy infant indicate the pleasure it 
takes in free bodily movement. Prevention of this pleasure upsets the 
emotional equilibrium of the infant and if movements are restricted over & 
long period of time neurotic difficulties may result. 


>- N 


TOILET TRAINING 


Another factor in the infant’s life which may be of great influence on, 
later personality structure is the handling of the toilet training. Excretion, 
like eating, is not only of physiological significance but also plays a great 
role in the later personality make-up of the child. In the first months of 
life elimination is a simple reflex phenomenon occurring with fair regularity, : 
Although physiological stimulation of the muco-cutaneous junctions 18 
pleasurable to infants from the very beginning, it is only toward the e” 
of the first year of life that pleasure in emptying the rectum rises to the 
point where it supplants the pleasure in sucking. The passing of urine 
and feces has always been pleasurable but interest in defecation and playing 
with the feces now rises to a peak®. Mothers often have a tendency 
train their children quite early, especially when they have observed ti 
regularity of the bowel function in the first months. To their great i 
tress, this regularity breaks down at the period of life when the eliminati" 
becomes an important source of pleasure to the infant. Investigation ° 
children and adults with an obsessional or compulsion neurosis has sbor 
without exception that this mental illness has important=»tots in the con 
flict between the desire to derive pleasure from elimination and the mothe p 
insistence on toilet training. In the case of the boy of five described abor 
constipation was very marked. His mother had begun his toilet train 
when he was two months old. Later on she insisted on his sitting on im 
toilet until he had a bowel movement. Although she sometimes kept w 
there for an hour or more, her commands were usually disobeyed bY $ p: 
child who would soil his clothing the moment she gave up in desperatio 
This mother was a meticulously clean woman for whom everything Peol i 
everybody had to be spick and span. Her own rigidity and desire 
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cleanliness, reinforced by her hostility toward the boy, made her insist 
that her child be clean at too early an age. The result was that he became 
constipated later on in life with a tendency to accidental soiling during 
Moments of fear and distress. He also became very stubborn and his 
stubbornness can be explained as the overflow into other activities of his 
persistent desire to keep his feces in defiance of his mother’s wishes. 
Interest in bladder function in infancy is not as great as that in bowel 
ection and hence is much less likely to be a source of conflict at this 
Ame, 
Unless their methods fail, mothers generally do not discuss toilet training 
with the pediatrician. In many instances he will have to introduce this 
topic in order that the mother does not employ faulty techniques. 
Toilet training should not be attempted until after the child has passed 
S first year of life, and preferably somewhat later. The best period for 
toilet training is when the child himself indicates in some way Or another 


cleanly habits. Mothers should be told never to become angr: 
Occasions but to treat them casually. It is o 9 
at the child will give up this source of pleasure and become trained. 
en the child is 2 years old one may expect him to control his bowels and 

© remain dry in the daytime. A breakdown of good toilet habits in & 
d is very often a sign of unhappiness or illness and should lead to a 
careful investigation of its causes. The arrival of a new sibling 1s one of the 
post frequent. Frequently toilet training breaks down when the mother 
In distress or is ill or has to be absent for some reason. The child indi- 
Sates by his soiling or wetting that he needs his mother and that he feels 
ae like a baby because he has lost his sense of security. Renewed soiling 
aY often befi first indication of threatening illness. At such times, 
Others are inclined to punish their children and to worry lest they remain 
7 ers or wetters. They need a great deal of reassurance from the pedia- 
“cian in order to tolerate the child’s symptom and to correct it by relieving 


S Sense of i A 

nsecurity. at D 
i ueurosis is as crippling as poliomyelitis, often more Pe tee 
ae can play an important rôle in relieving this aenar man K 
Betig the mother in the handling of her child. A If ae er ee me 
the ay maladjusted a psychiatrist should be called in ear'y- 


ld the easier it is to make corrections. 
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A few general basic rules for management of infants can be formulated. 

1. Young infants need a certain amount of “mothering” just as much as 
they need vitamins and calcium. 

2. One should never forget that the relationship between the mother oF 
nurse and the child is fundamental in determining his later relationships 
to all human beings. 

3. Self-control should be expected to develop only slowly, and one should 
try not to ask for a new measure of self-control unless the child is physically 
and psychologically capable of the new step. ; 

4, All changes in management and particularly those which require 
greater maturity should be made gradually and in periods of comparative 
freedom from physical or emotional stress. 

5. Each baby has his own peculiarities or individuality and taste which 
have to be studied carefully and intelligently so that the routines fit the 
baby and not the baby the routines. 
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j One of th tg z h 

rise to O in which a purely physical difficulty gives 

found in the r urbances is seen 1n the anorexia state most commonly S 
—— a ol child. T he relationship of psychic disturbances 
Pediatric and > ne emphasized over and over in the literature, both 
not, oben pe hiatric, but this one, specific type of poor appetite has 
in children be received the attention it merits. I refer to that seen 
eaten well but “st hteen months to three years of age, who have previously 
Months. This ete ap ees begun to refuse food over a period of many 
—— “pha is prompted by the need for proper understanding 
With ceed ee this leads to easy and satisfactory treatment, whereas, 

When es ‘ ee may be extremely difficult and complicated. 
of these mies t e early stages, the mother’s complaint and the history 
in saying, “M. a ae so stereotyped: as to be amusing. The mother comes 
it develops 4 A baby doesn teat enough to keep a bird alive.” On inquiry 
ack of nies during the first year the baby had eaten well and that the 
definite tin ite had come on so gradually during the second year that no 
responded ‘aa of ier could be stated. ‘Almost invariably the mother 
k ration pa am fem urging the child to eat and had either increased 
says, “The ¢} id or resorted to rich milk feeding, or both. She usually 
of it so gs takes her milk all right, so I thought I would give her more 
8&8 & tile de would be well nourished.” The physical examination, 
na k ROWS A normal, well-nourished child. 

anorexia, an eee urging of meals by the parents results in severe 
not bernet emotional crisis, but in the vast majority the situation does 
Ut ih a "00 tense because the children are evidently well nourished and 
Potential] cri 1 condition physically. Nevertheless, the situation is 
many su J Serious from both the psychie and physical standpoints in that 
them of a children grow up with an aversion for meals which deprives 
Various n oe satisfaction of eating and restricts their intake of the 
he Pe elements found only ina broader selection of foodstuffs. 
ive ame reason for this difficulty 15 well established but has 
e attention in most of the literature on child nutrition, and even 


at > s Aj r < z 
on anorexia. Since an infant increases in weight from 15 to 20 
his first year, and only 4 to 6 pounds, 


his need for building stones for growth 
diatrics, Mayo Clinic, 


Tece 


Pound 
(ab S (about 7 to 9 kg.) during 


Out 2 
to 3 kg.) during the second, 
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The 
Rochest Rochester Child Health Project, Section on Pe 


er, Minnesota. 
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becomes much less during this latter period. Hence, the demand for food 
decreases so that at two years of age a child’s caloric need is measurably 
less than at one year. This is quite naturally reflected in the infant’s 
appetite, which shows a marked falling off. 

The mother, accustomed to spooning large bowls of food into her baby, 
becomes alarmed at his refusal and, because she has been well indoctrinated 
into the value of good nutrition, she redoubles her feeding efforts. This 
line of attack, as we all know, is met by more determined opposition from 
any baby who respects his own abilities. Under these conditions, the 
mother’s attempt to increase milk in the feedings is understandable, as it 
is incidental to her failure to feed solid and semisolid foods in the amount 
she desires. Milk, being more or less a “path of least resistance” is allowed 
in larger amounts and the fat content is often increased. 

Few people seem to realize that the run-about child who drinks a quart 
or more of a high-butter-fat milk is taking in that form alone more than 
half of his total caloric requirements. It is not surprising that he has little 
desire to eat vegetables, fruits, cereals, meat and potatoes. As a matter 
of fact, one slice of well buttered bread at each meal, plus the milk, woul 
supply almost all of his caloric needs. . 

While milk is an excellent food, it is not a comprehensive one for & child 
past the first few months of life and it surely should not be given in amounts 
sufficient to block out all other sources of good nutrition. The pathogenesis 
of this common type of anorexia then can be summarized as follows: (1) the 
physiologic loss of appetite due to the decreased demands of growth; 
undue urging by mothers unaware of this tendency; (3) increased resistance 
to food due to the parental insistence, and (4) substitution of more mil 
as the path of least resistance. 

Early recognition of this series of events immediately suggests me 
of treatment which are successful rather quickly. 

This condition is easy to prevent, if mothers are forewarned’ about the 
decreasing appetite of the second year. If they understand why this hap- 
pens, few will make the mistake of forcing food at thie tine. 
charge of well baby clinics should make this information available w 
mothers in the first half of the second year in order to prevent the commo®: 
est type of feeding problem seen in run-about children. f 

In the well-established case it is necessary to institute two methods w 
treatment; first, the immediate abolishment of coercion and, second, area” a 
reduction in the milk intake. As a rule it is a relatively easy matter a 
prevail upon mothers to stop forcing food in this particular situation i 
cause the reason for the poor appetite is so obvious and because the childs 
are, in most cases, so definitely well nourished. ther 

Reduction in the caloric intake from milk may be accomplished eith 
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by reducing the intake to less than one pint daily or by removing the cream 
and restricting the butter in foods. 

It is obvious that treatment of this condition, when seen in the relatively 
early stage, requires little if any of psychiatric technics. However, in 
many such patients the diagnosis is delayed, either because the condition is 
unrecognized or because professional help is not sought so that, in these e 
children, a long train of more serious developments may occur. One 
group of these sequelae is physical, where, due to reduced and restricted 
diets, the child develops a true malnutrition, either quantitative or quali- 
tative. Another group of symptoms is psychologic in its nature and results 
from the personality changes which follow constant clashes over meals 
between child and parent. 

These difficulties are important because they interfere with a child’s 
basic security in two well-recognized ways. First, a mother who constantly 
indulges in censorious or compulsive talk at meals three times a day neces- 
sarily makes her child feel inferior and insecure in her acceptance of him; 
Second, in denying her child free use of his appetite abilities, she takes away 
from him an important function which is meant to be inherently controlled. 
P robably one of a child’s most fundamental sources of confidence results 
from his ability to control basic body functions, eating, sleeping and 
eliminating, without undue outside interference. Denial of any one of 
these abilities to a child is psychologically crippling; it makes him insecure 
and this, in turn, may result in many symptoms unrelated to eating. 

A child, then, who has been suffering from this type of anorexia 1m- 
Properly handled or untreated over a period of years may be presented to 
the psychiatrist as having an advanced neurosis because the original, simple 
lesion is thoroughly hidden by the prominent symptoms of insecurity. In 
Such instances, treatment will have to be aimed at the psychic as well as 
at the physical factors. 


SUMMARY 


A R xia based on a normal growth tendency is 
common type of anorexi: E Se 


described. Its early treatment which is quite simple is ; 
Mainly directed toward the physical or dietary causes. Treatment o 
Protracted cases in which psychologic sequelae have oe requires 
Xpert Psychiatrie handling plus a knowledge of the original lesion. 


BEHAVIOR PROBLEMS AND HABIT DISTURBANCES IN 
PRE-ADOLESCENT CHILDREN: THEIR MEANING 
AND MANAGEMENT 


By ROBERT P. KNIGHT, M.D. 


The greatest possible opportunity for practical mental hygiene lies in the 
rearing of children. How frequently this opportunity is mufied through 
parental ignorance is attested by the high incidence of emotional malad- 
justment, delinquency and mental illness in our youth, both in the armed 
forces and in civilian life. Fathers who use a high grade of intelligence and 
judgment in their occupations display an amazing lack of awareness of an 
incapability for handling the human psychological problems of their chil- 
dren. Mothers who are excellent home managers become baffied by the be- 
havior reactions of their sons and daughters. And teachers, those auxiliary 
parents to whom we entrust our children for supplemental rearing, except 
for comparatively few who are alive to their responsibilities for learning and 
using what has been discovered about human psychology, seem to feel that 
their duties are adequately discharged in plowing through the daily assign- 

_ ments with as little personal annoyance from their pupils as they can 
arrange. Why is it that the practical application in child rearing of the 
now well-known facts of human psychology lags so far behind the applica- 
tion of all other scientific discoveries? Why do we handle human raw 
material with but a fraction of the intelligence and skill that we habitually 
employ in developing and handling machines, natural resources, aN 
chemical or electrical forces? And, for that matter, why do we appropriate 
millions of dollars for the development of non-human materials and forces 
and skimp like a miser when it comes to spending money for the research 
study, development, and care of our human resources? 

I have raised more questions than I can answer, but before discussing the 
meaning and management of specific problems in child caring I woul 
like to dispose of some of the prevalent misconceptions that stand in the 
way of utilization of our scientific knowledge about human beings. 
wish to call attention to four outstanding misconceptions oF practices 

which lead well-meaning parents and teachers into serious errors 

children they are trying to make into good citizens. 

1. The belief that everybody knows enough about human nal 
“psychology” to rear children, advise others on all human difficulties, 
“handle people” if he just uses “common sense.” Complacent ™ 
comfortable conviction, people can scoff at psychiatry and psychology as 
dispense free advice to their friends in dynamite-laden emotion 
problems whereas they would not presume to offer advice 0D ho 
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to deal with a compound fracture of the thigh or a high fever. “Common 
sense” is too often the sum total of that individual’s own particular expe- 
riences and attitudes, narrow vision, collected clichés and misinformation.* 
2. The tendency to react to one’s own rearing either by copying exactly 
the disciplinary methods used by one’s own parents or else by swinging to the 
opposite extreme. Imitation of parents’ methods is usually done by those? 
individuals who grew up fairly submissively or who returned to the fold 
after some sowing of wild oats. Fairly well satisfied with themselves as 
products of their parents’ rearing they apply methods used with them to 
their children, whether they fit or not, and are nonplussed if they seem not 
to work. Those individuals who hold unresolved resentments against 
their parents are likely to try to avoid their parents’ mistakes by using 
indulgence where their parents were strict, liberality where their parents 
were niggardly, and so on. Neither slavish imitation nor equally slavish 
avoidance of the old folks’ tactics is a sound basis for bringing up a new 
generation. 
3. Thebelief thatchildren should be as little nuisance as possible. According 
to this theory, the child is, or at least should be, a “little adult” as quickly 
as one can intimidate him into being docile, clean, quiet, and obedient. 
Mothers of this school make of toilet training a kind of war of attrition 
against the child and emerge triumphant with a clean, dry baby at eight 
Months, oblivious to the emotional time-bombs they have planted in his 
soul. The home is to be a place of order and quiet, with no messes and no 
bedlam of children’snoises. Many teachers have thesame idea of managing 
children, Reduction to a minimum of the annoyance of having the “brats” 
around ean be nicely rationalized into instilling good habits early. Such 
evidences of barbarism and original sin as “talking back,” disregard for 
Property rights and general «“grneriness” are to be stamped out ruthlessly 
y: blitzkrieg methali before they get a beachhead established in the 


chila? 
pa S personality. A f 
«£ The attest to follow the precepts supposedly emanating from the 
Sa Psychology.” In some ways this is perhaps the most tragic miscon- 
' this attempt are well-meanmg 


eption į 
on in child rearing, for parents who make 
e f and become bewildered and incon- 


i s i iple shifting of the course of discipline 
Basic principles are missing, and 
ously employed. Having heard 


pildren is causing inhibitions to 


they use no discipline, no 
and psychopaths. 


o a hearing or reading each new idea. 
tha: a Ponte methods are simultane 
evel e great danger in bringing UP chil 
“lop in them which will cripple their lives, 
‘shment, no restraint and rear playboys; delinquents, 
; , j= 
The Aor a powerful indictment of this kind of “common sense” S pp. 9-14 of 
uman Mind by Dr. Karl Menninger- 
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Having heard that parents should be pals to their children, they abdicate 
their authority as grownups and parents, sacrificing their dignity and their 
children’s respect, in a strenuous but futile attempt to be contemporaries 
of their children. Having heard that “love” is the most important thing 
to give the child they give a hovering, over-protective, managerial devotion 
that is both smothering and devitalizing. 

Actually there is no body of theory and fact known as the “new psy- 
chology.” There is, however, a growing science of human dynamic 
psychology, contributed to by many different “schools” of psychology and 
psychiatry, some of the ideas of which have been distorted into false 
theories of child rearing. The sound principles of dynamic psychology 
require skillful interpretation and translation into practical advice for 
parents, and the psychiatrists have perhaps been less adept and effective 
in this task than some of the lay writers of newspaper columns and books 
for parents. In the concluding section of this paper I shall attempt to 
describe a framework of guiding principles for parents and educators, 
rather than a list of rules covering the innumerable separate issues en- 
countered in child rearing. But first I should like to discuss what kinds of 
behavior are to be regarded as more or less normal and inevitable in pre- 
adolescent children and what kinds are to be considered more serious 
problems, with suggestions for the management of both. 


“NORMAL” BEHAVIOR 


Children are not “little adults” but a special species of human beings in 
various stages of evolution from dependence, irresponsibility and bewilder- 
ment to some degree of maturity. Adults who have forgotten their ow? 
childhood irresponsibility, noisiness, dirtiness, curiosity, dishonesty ar 
resentments toward grownups, or who were processed by strict discipline 
into “little adults,” have a hard time tolerating these normal manifestations 
in children. A benign tolerance combined with a continuous educative 
process will keep all of these manifestations within ko:nds, whereas 
drastic measures usually increase the difficulty to an enormous degree. 
Two examples will illustrate this point. 

I. A mother gave her six-year-old son five pennies to plac 
collection plate at Sunday School. Having no allowance and 
source of money to handle, the boy regarded the obedient deposi 


e in the 
no other 
4 of the 


valuable coins in a plate already containing a lot of money as à great waste: 


He pretended to put the pennies in the plate but kept them securely 
palmed. After Sunday School he bought five cents’ worth of candy 2? 
ate it before going home. It so happened, however, that the Sunday 
School teacher observed this fall from grace and phoned the mother # g 
sordid story. When the boy arrived home, his mother, already armed W! 
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the facts, questioned him casually as to whether or not he had contributed 
the money as instructed. After leading the boy into a number of incrim- 
inating falsehoods she suddenly informed him she knew he was lying and 
that furthermore he was a thief—the worst kind of thief, for he had stolen 
money meant for God’s work. She then wept demonstratively over this 
apparent evidence of early criminality in her son, was unable to eat the 
Sunday dinner, and retired to her room for the rest of the day. The boy 
was bewildered and disturbed, but the main lesson he learned was that one 
has to be more cautious and clever to avoid getting caught. Fifteen years 
later, after many similar drastic measures, he was forging his father’s 
Name to checks, running up large bills on charge accounts which his father 
had to pay, and lying smoothly while looking the questioner straight in 
the eye. Had this mother evaluated the childhood incident properly she 
Would have told him at once he had been observed instead of leading him 


into a lie, would have tolerantly instructed him in the value of honesty and 


avoidance of trickery, and furthermore would have arranged for a weekly 
d in any way he pleased. 


allowance of five or ten cents which he could spen 

€ could lose it, throw it away, spend it all at once or save it; it would have 
been his to experiment with, and she would have met the child’s need 
Instead of seeing crime in statu nascendi. Had he been permitted to make 
his mistakes with pennies and to learn by trial and error and by parental 
Suggestion, the issue in terms of hundreds of dollars and serious criminality 
Very likely would never have arisen. é 

II. A father, himself in analytic treatment. for recurrent: depressions, 
related that his seven-year-old son had proudly shown him an outline 

awing of a horse which was far too well done, claiming it as his own 
sketch. The boy’s two-years-older sister actually had considerable talent 
in drawing and had earned much praise from the parents for her sketches, 

us arousing considerable envy in the brother. Oblivious to the child’s 
motional need, the father viewed the horse with a skeptical eye and asked 


© boy again “ae had really drawn it “free hand” or had traced it. The 
OY insisted stoutly that he had drawn it. The father then did some 


Stective i d the original horse in a magazine and saw that 
ji ikon me 4 fronted his son with the evidence, 


© child’s drawing was a tracing. He con 
‘old him he had lied to his father, that lying was very, very wrong and he 
must be punished. A sound spanking followed. Truth had triumphed, 
ut What of the fat rons important question of the emotional eigni a of 
S incident to the child? Truth can conquer 1m more subtle ten ce 
© father could have recognized that the boy wanted to please him A 4 
© Praised by him too, like the sister, and he could have praised him 97 y. 
Fcellent tracing There was no need to raise the issue of lying directly- 


€ could then have shown him how to do other kinds of tracing—on the 


Q 
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windowpane, with carbon paper, with tissue paper—and have told him that 
that was a good way to learn to draw. After some practice the boy might 
have been encouraged to try to draw something without tracing it. Also, 
other achievements of the boy could have been praised so that he would no 
longer feel a need to extract praise by deception (if, indeed, the boy had 
‘actually intended to deceive). 

Most children under seven or eight are unable at times to distinguish 
truth from fantasy, and often are afraid to tell the truth when questioned 
about some dereliction for fear of punishment. It is beside the point to 
corner them on the moral issue of lying. Persistent reality correction, 
recognizing and meeting their emotional needs, and making the truth easy 
to tell are much more effective educative methods. 

The same attitude should prevail toward the almost inevitable incidents 
of “stealing” by children—bringing a playmate’s toy home, picking up 
something desirable at the store, taking money from mother’s purse. The 
toy must be returned, the merchandise taken back or paid for out of the 
child’s allowance money, and patient, continuous instruction in property 
rights, ownership, and money transactions must be given, but without 
expressions of horror, the warnings of police and jail, and talk about thieves: 
At the same time one tries to meet the particular need of the child, indicate¢ 
by the dereliction, in such a way as to make the dishonest method unneces- 
sary. A regular weekly allowance, increasing gradually and never withhel 
as vunishment, with encouragement to work for pay for the parents an 
neighbors is an essential educative method. 

“Talking back” is one childhood manifestation that many parents feel 
must be ruthlessly suppressed. It is true that impudence cannot be toler- 
ated and that parental authority cannot be permitted to be challenge 
defiantly. However, many parents and teachers will not even allow ê 
child to say a word in his own defense, or attempt to explain. Yet under 
other circumstances than when they are offended they urge the child t0 
stand up for himself. The importance of permitting a chiK state his cas? 
as he sees and feels it, to assert his rights—even toward his parents: of 
teachers—is too great to confuse it with any such false issue as “no tal king 
back.” Talking back when fairly permitted, with the parent giving the 
reasons for his decision, and firmly adhering to it unless he discovers from 
what the child says that the decision is incorrect and should be modifiec» 
does not lead to impudence and defiance. And talking back, in the genn 
here defined, avoids the intolerable frustration and dammed up resentme? 
which result when the child is both forbidden something and prohibite 
from saying anything about his feelings. ts 

Every healthy child will feel resentful and aggressive toward his parer 
at times. He may say it out loud: “I wish you be dead”; “I’m going ©. 
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run away”; “I hate you”; “Pd like to cut your head off.” To become 
horrified, whip him severely, and send him to his room will only drive this 
external expression of his resentment inside him to be elaborated in bloody 
fantasies with consequent fears and guilt feelings. It is much better to be 
undisturbed and make some such reply as: “I’m sorry you feel that way 
just because I can’t let you stay up longer (or whatever). Mother loves” 
you and knows you won’t feel that way very long. Come on now, we have 
to go to bed.” Such a response lets the child know that he cannot really 
hurt his parent with words or thoughts, a very important psychological 
truth for a child to learn, whereas the parent’s violent reaction to the 
expressed resentment only makes the aggressive wishes more awesome and 
real. 

Frankly sexual behavior in young children is another manifestation of 
frequent normal occurrence, but one which often horrifies parents. Child- 
hood masturbation, mutual exposures and examinations of playmates of 

oth sexes, even abortive attempts at intercourse, are only part of the 
child’s curiosity and experimentation in the learning process, and are not 
evidences of depravity. Far more psychological harm is done by the 
Parents’ manifest shock and horror than by the experience itself. Wiser 
Methods include appropriate explanations about sex differences and sex 
functions and skillful diversion of play into other channels. Children have 
a hard time reconciling their parents’ extreme disapproval of everything 
Sexual with the later discovery that the parents themselves do sexual 
things with each other and have been doing so all along. - ? 
. The rest of the usual childhood behavior which is normal, even though it 
'S distressing to parents—noisiness, vulgarity, dirtiness, disregard for good 
Manners and social niceties, irresponsibility, and so on—are best tolerated 
More or less indulgently while the slow civilizing, educative campaign of 


chil ; 


d rearing is being consistently carried on. 


PROBLEM BEHAVIOR 


Th the last analysis, problem behavior in children represents the eu 
. mishandling by parents of behavior that originally was within pr 
„mits, orthe reaction of children to certain traumatic attitudesor oe 
© home, or the effect of certain unfortunate experiences outsi a | e 
°~or some combination of these. Child behavior banat a bares 
Cn it goes to an extreme, when it persists and develops instead o; g 


ee 


i i . e ae si 

pasient manifestation, and when parental ineffectiveness Ree 
st “ius to the child—either because the parents frankly admit an eae 
i : ee se their most drastic metho 


ine or because © 
indicate that char: 


t may mean 


acter development 


eir incapacity for discipl 
that seme kind of 


3 e X Í 
= Some Problem behavior may z 
Seeding in an abnormal direction OY i 
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neurotic or psychotic illness is developing. Competent professional ad- 
_ vice is essential, and treatment of the child, in addition to revised methods 

according to the advice given, may be necessary. 

It is impossible, within the limits of this article, to list and discuss 
comprehensively the great range of possible problem behavior manifesta- 
-tions,* their detailed psychological mechanisms and the best methods for 
handling every variation. Each case has its individual mechanisms and the 
methods to be advised must depend on the pertinent factors in that child’s 
experience and home situation and on the degree and persistence of the 
trouble. However, I shall give a fairly comprehensive list of the most 
common disturbances with some comments about each one. 

1. Temper tantrums are usually more or less calculated, intentional 
emotional outbursts by a child to gain a point against the parents through 
a method found to be effective in the past. Crying, screaming, kicking; 
writhing on the floor—whatever the form they take—has been successful 
before in influencing the parents to relent in some adverse decision. The 
obvious answer to this would be for parents never, from the beginning, 
to be influenced into changing a decision by such behavior. Instead they 
should meet the behavior firmly, adhering inexorably to the decision made, 
banishing the child to his own room for cooling off, or, if that doesn’t work, 
administering a spanking then and there. The essential point is to rob the 
tantrum of its effectiveness and to make it unpleasant. Spanking is by 20° 
means a method of discipline condemned by psychiatrists. Its occasion 
appropriate use may be an essential part of firm, consistent discipline- 
However, it should not be the first resort, it should be done privately, it 
should not be a “beating,” it should not be done by the father only as his 
first duty on coming home in the evening and getting the mother’s report 

of the children’s behavior for the day, and it should not be done in angel 
If the children are confident that they are secure and loved and if they from 
early infancy have learned to recognize with respect the note of authority 
in the parents’ admonitions and prohibitions, spankings Gl be necessary 
very rarely. Other kinds of corporal punishment such as blows of the fists, 
humiliating face slapping, beating with sticks, boards, whips, and so OP; 
are condemned as disciplinary methods. 

There is a different type of tantrum, described in a recent paper by 
Dr. Elisabeth Geleerd,t which seems to be paranoid in character 20! 
requires soothing, mothering and security, but this differentiation must be 
made after careful study by a child psychiatrist. 


* For a comprehensive discussion see pp. 139-176 of Common Neuroses of Chil- 
dren and Adults by Dr. O. Spurgeon English and Dr. Gerald H. J. Pearson: pe 
t Some Observations on Temper Tantrums in Children. To be published 1? t 

American Journal of Orthopsychiatry. 
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EEA Childish tyranny refers to demanding behavior, insolence, and defiance 
in a child who is also usually over-dependent. This state Or E aa 
p about only if the child has gotten the upper hand over a mother who 

as been too indulgent and spoiling, too solicitous, and lacking in consistent 
firmness. Consistently refusing to accede to the child’s importunate 
demands, insisting that the child do the things he can do for himself, would 
have prevented such behavior from developing in most instances. A 


change to consistent discipline while the child is still small will usually 


bring such tyranny to an end, but if a child reaches the late teens under 
such a weak parental regime all the king’s horses and psychiatrists may not 
be able to effect a change. 

8. Timidity and fearfulness, with associated anxiety spells, nightmares, 
fears of being away from home or away from mother, may be due to too 


much parental strictness, usually combined with doing too many things for 


the child that he should be learning to do for himself—feeding, dressing, 


bathing, finding his things. His decisions are made for him and he has but 
to appear helpless to get his mother to do things for him. Occasionally 
temper tantrums and childish tyranny may be combined with the timidity. 
Tomaneuver him out of sucha childhood neurosis, thefearsand resentments 


must be uncovered and dealt with by a child psychiatrist and at the same 
d by appropriate re-education 


time the mother’s attitude must be change 


and advice. 
4. Apathy, indifference, isolation, inattention and day dreaming are rather 
Ominous signs at any age, but especially in childhood are they alarming 
ecause a healthy child is eager, energetic, curious and alert. Such 
Symptoms represent a kind of withdrawal from the real world of childhood 
Into a fantasy world and foreshadow & developing mental illness unless 


skillful therapy can draw the child out into normal interests again. 
5. Over-obedience, compulsive neatness and perfectionism represent a set of 
efiance, and while such attitudes may 


reaction formations to rebellious d 
Please the vpiscriminating parent, trouble usually lies ahead. Such 
‘deals are very difficult to sustain and failure or frustration is almost 
inevitable. A child with such trends will tolerate failure very poorly, with 
Consequent depression, hopelessness and self-destructive tendencies. The 
Parents can help by not pushing the child further in this direction through 
f Ver-ambitious expectations and plans, but psychiatric help may be needed 
‘ es these “too good” tendencies. gst 
+ Cruelty mna and over-aggressivencss may develop 
Or the Sie Arpt by the parents of a younger sibling or as & result of 


© child’s feeling he is treated in ® cruel, rejecting manner a pre 
. Bgressive behavior of this kind us rs and feelings 


lly covers many fea awe: 
Securit : ee nto ild and taking into 
ity. More affectionate manageme ; 


p out of resentment 


f such a chil 
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account his possible distress at seeing his younger sibling receive care and 
attention muy be sumcient to alter his aggressive attitude. If not, psychi- 
atric consultation should be sought. x % 

7. Running away from home or school, where it is not due to real mistreat- 
ment justifying such an attempt to escape, may represent a desperate 

„ attempt to be independent, to deny the strong need for affection and 
support from adults. Such behavior is more frequent in adolescence or 
late pre-adolescence and is usually quite abortive in younger children, who 
rather quickly and gladly return home after feeling impelled to carry 
out a threat to run away. 

8. Frequent accidents and injuries, such as broken bones, falls with 
resulting cuts and bruises, gashes from sharp objects may indicate a con- 
siderable degree of unconscious guilt with need for self-destructive punish- 
ment. Any ventiresome child may have occasional accidental injuries, and 
this heading refers only to those repeated injuries which begin to make one 
suspect that some purposive tendency exists in the direction of self-injury- 
A close inspection of the relationship between the child and both parents, 
as well as between the siblings, or among the child’s playmates, may 
disclose the source of the guilt feelings which are being paid off in this 
way. Usually this is a transient phase in a child. 

9. Sleepwalking may be combined with falls and injuries or may occur 
alone. Many children will sleep-walk during an acute febrile illness, 
being somewhat delirious at the same time, and transient or occasional 
sleepwalking, in which the child seems to have difficulty being awakened 
and appears to be acting out some bad dream may almost be within normal 
limits. Sleepwalking which persists well into the teens requires psy- 
chological investigation to discover and make conscious the impulses 
and desires being acted out in sleep. Hypnoanalysis is often effective 
in such cases. 

10. Lying usually develops out of childhood fantasies which are either 
ignored by the parents or over-reacted to by them with viokt attempts to 
establish truthfulness. Sometimes a child finds that skillful lying gets him 
into less trouble than telling the truth does. Persistent lying, especially 
needless lying, up to and past the age of ten is usually accompanied by 
other types of problem behavior pointing to developing delinquency Og 
mental illness. Treatment in a psychiatric school may be indicated if 
advice obtained from a psychiatrist and followed consistently by the parents 
is ineffectual. x 

11. Stealing may result from external influence of companions but this 
source is probably over-emphasized, for such tendencies must be already 
present for the external “bad influence” to have any effect. Failure to 
start early teaching a child how to handle money by giving him.an allow- 
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ence; paying him for special work done, and letting him buy what he wants 
with what he has, isundoubtedly related tustealing tendencies. Children of 
four or five should be getting a regular allowance and taking care of their 
own small funds. If, instead, a parent makes a child ask for money each 
time he wants something, continuing this into adolescence, there develops 
a great temptation to steal, first from the parents and later from other 
People. Of course, factors in the home ideology, such as the attitudes of 
the parents about honesty, the family economic status, and group influences 
in the neighborhood play a part in many cases. A careful survey of all 
such factors in a psychiatrie study is indicated. 

12. Persistent thumb or finger sucking beyond infancy indicates that the 
child has come to depend on this device for soothing his anxiety. He may 
not be able to go to sleep without a finger in his mouth or may automatically 
Put his thumb in when growing sleepy, or on becoming disturbed while 
awake. Thumb sucking in infants indicates that the child is not getting 
enough satisfaction of sucking in nursing at the bottle or breast. No 
direct; steps should be taken in infancy beyond increasing the time at the 
breast or bottle and giving the child more affection. If this does not 
Suffice, pulling his finger out of his mouth after he is asleep, then waiting 
to pull it out again if he puts it back and continuing this consistently may 
stop the habit. The main concern later is with possible resulting maloc- 
clusion and deformation of the palate.* If the cooperation of the child can 
be enlisted in trying to stop, no punishment being given for failure, but 
Praise being freely given for success, the difficulty can rather quickly be 

rought under control. Such measures as bitter substances on the favorite 
ger, gloves, and metal devices over the thumb or at the elbow to prevent 
ending it are last-ditch measures after everything else has failed, including 
advice obtained from a child psychiatrist.+ 

18. Nail biting also represents a way of reducing anxiety and may evolve 
Cut of earlier thumb sucking. Similar measures to those described in 
#12 should tried. In girls the cosmetic appeal is of ten effective. 

14. Persistent enuresis or soiling after the age of three indicates a psy- 
chosexual conflict of considerable degree- Any child may have some 
Occasional relapse in wetting or soiling, especially in reaction to E 
disturbing event, such as the birth of a new baby, & death in the e Ys 
Separation of the parents, being left with a nurse while the parents take a 


trip, and so on. But persistent wetting or soiling in the absence of E 
Special traumatic events requires careful scrutiny of the whole Pa hi ; 
all the child’s relationships by & competent child expert. ae : 

Shaming by the parents should never be done, but control of fluid intake 


* Authorities disagree about the seriousness of this possibility - 


any psychiatrists would say “never.” 


198 ROBERT P. KNIGHT 


after the evening meal, getting the child up again when the parents retire, 
and- praise for dry nights may be sufficient. 

15. Excessive or open masturbation refers to almost constant handling of 
the genitals, with erections in boys, sometimes done in the presence of 
others while seemingly oblivious to their presence. One would almost 

_ certainly find other disturbances also in such a child—perhaps apathy, 
distractibility and states of preoccupation. Punishment and shaming are 
again contraindicated, and the underlying conflict should be sought with 
the help of a child psychiatrist. 

16. Fire setting in children can develop into a serious matter and requires 
prompt management. Invariably other behavior disturbances and 
psychosexual conflicts will be found to be present. Psychiatric advice 
should be sought and a complete psychological examination done, followed 
by the type of treatment and management indicated. 

17. Persistent transvestism refers to frequent or habitual wearing of girls’ 
clothes by boys or vice versa. The latter has far more social acceptance 
than the former so that transvestism in boys represents a greater deviation 
from normal behavior. The wish to be a girl—identification with mother 
or sister—underlies such behavior, and feminine mannerisms and interests 
may be associated. Using of fingernail or toenail polish, or posing and 
dancing before a mirror clad in girls’ dresses or undergarments may be 
carried on secretly, and other perverse tendencies, such as fetishism, may 
be present. Parents interested in the normal development of their child 
will not let this go, believing complacently that the child will outgrow it, 
for later on it will be more firmly fixed and the whole personality development 
goes along in key with the transvestism. Psychiatric help is essential here. 


CONCLUSION 


Child rearing is a very specialized and complicated occupation, Prog 
ficiency in which is not conferred on a couple when they get married. 
Parents who are themselves immature and unstable will éDavitably have 
problem behavior in their children, while parents who may be mature m 
most ways may have, for psychological reasons arising out of their ow? 
experience, unfortunate attitudes of antagonism and intolerance toward the 
“annoyances” of normal child behavior, or misconceptions and distorte 
theories about how to rear children. 

Education for parenthood should be incorporated in the curriculum of 
secondary schools and colleges. Courses in mental hygiene and dynamve 
psychology should include sound psychological principles of child rearing 
so that this enormously important factor in the future mental health of the 
new generation is not left to chance, ignorance and the parents’ ow? 
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“common sense.” Similar courses for prospective teachers outrank in 
importance the instruction in teaching subject matter. 

Children, in the vast majority of instances, will develop normally if 
the following conditions are present: 

1. Consistent, real affection from both parents so that the child feels 
wanted and secure. Such real affection will mean that the parents also 
want the child to develop independence, and have individuality and rights. 

2. Consistent, firm, united discipline from both parents, carried out with 
reference to the child’s needs rather than to the parents’ comfort. All 
children need such parental disciplinary restraint to protect them from 
feeling anxious and helpless in relation to their own instinctual drives. 

3. Sufficient understanding of, tolerance of, and ability to identify 
Oneself with children to permit sensing what the child needs and what he is 
trying to accomplish by his various struggles and techniques. A few 
Persons seem to develop this naturally as a product of their own experience 
and psychological-mindedness; others need to read and study intensively in 
order to be adequate to the parental responsibility. j 

4. Willingness on the part of the parents to seek counsel and help from 
Competent child psychiatrists when problems arise which are beyond the 
Parents’ understanding. 


<> 


THE PEDIATRICIAN AND THE EVALUATION OF EMOTIONAL 
MALADJUSTMENTS IN CHILDREN 


By EUNICE M. LEITCH, M.D. 


There are few who would question the statement that the early recog- 
nition and appropriate treatment of emotional maladjustments in children 
is of far-reaching importance. It is spoken for by gains accruing to the 
child, to his immediate environment, to the physician and to society at 
large. From the point of view of the child, the earlier the treatment, the 
less prolonged is his unhappiness, the better his chances for alleviation 
and recovery, and the greater the likelihood of his developing into an 
efficiently functioning adult. Not infrequently the environment suffers 


because of the child’s illness. Always the child suffers, especially if pun- ; 


ished or rejected in some way because of his symptoms. 

The childhood years are formative years and sometimes in later life the 
most strenuous therapeutic endeavors fail to undo the ravages of a funda- 
mentally thwarted, deprived early existence. From the point of view 
of the physician, early and appropriate treatment of maladjusted children 
means an ultimate saving in expenditure of time and energy, while society 
at large reaps its benefits in less mental illness in the population with & 
consequent reduction in unhappy ambulatory misfits and in admissions 
to mental hospitals and to jails. 

The most pressing problem of child psychiatry today is that the number 
of child psychiatrists is grossly inadequate. But, need it be thus? Why 
should there not be established by pediatricians and child psychiatrists 
child health centers where the child’s emotional and physical’ problems 
would each be given the same prompt attention? And who is in a better 
position to appraise a child’s emotional adjustment at a particular time 
than his pediatrician? He is the one who by virtue of his repeated con- 
tacts with the child and his parents has a continuous anaSgnesis which, 1S 
always difficult for the psychiatrist to secure. He and not the psychiatrist 
is usually consulted by the parents when the child seems indisposed in 
any way. His counsel is more acceptable to them than the barons, 
any other person. And often, busy as he is attending to physical nee : 
he is by intuition a good psychiatrist and makes outstanding contribution 
to the emotional health of his small proteges. ‘ 

Pediatricians who are adept at spotting emotional problems in children. 
follow certain general principles. Not only is a thorough physical exam- 
ination performed. A detailed history is taken if this has not been re ; 
before and scrutiny is given to the child’s personality and to possible de eg a 
of it. Following this exhaustive examination which is discussed brie 
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below, it is possible to evaluate the child’s total situation in order to reach 
conclusions about the nature and severity of the illness and what treatment 
is necessary. 


PSYCHIATRIC HISTORY TAKING 


This involves securing data concerning the patient’s family, develop- 
mental period, school life, social adjustments, medical and surgical condi- 
tions and the present illness. 

In respect to the patient's family, it is not sufficient to determine the 
age and state of health of the parents and siblings. The home environ- 
ment has a tremendous bearing on the development of the child’s person- 
ality. In the home the parents are the most important elements because 
the child depends on them for emotional security, the most basic need of 


his life. Undesirable attitudes on their part lead to insecurity in a child 
which arouses hostility and anxiety in a degree proportionate to the stimu- 
lus. Parental quarrels, including those concerning the management of the 

of attention to the child, over- 


child, inconsistencies of all types, lack 

protection, over-indulgence, threatening, bribing, lying, breaking promises, 
giving insufficient praise and encouragement, excessive criticism, lack of 
discipline and harsh discipline are some of the many pitfalls to be guarded 
against in the career of parenthood. Over-protection, with its roots in the 
guilt-feclings aroused by uncofiscious hostility toward the child, tends to 
keep the child excessively dependent on the parent, permits insufficient 
freedom for him to grow as an individual and may lead to fears inhibiting 
action. Over-indulgence may simply indicate an attempt of the parent 
to compensate for inadequate love and attention by offering an over- 
abundance of material “goods.” Complete lack of discipline or restraint, 
with absolute freedom for the child to follow his own desires regardless of 
those of others, is poor preparation for adult life where one’s attitudes and 
behavior must conform to those of the social group or one must suffer the 
Consequences. All these unhealthy attitudes on the part of the parents 
lead to considerable disturbance in the parent-child relationship. When- 


ever such disturbance is discovered, an attempt should be made to correct 
it. If this can be done early enough it constitutes excellent prophylaxis. 
igns of maladjustment, it is an 


Later on when the child shows more definite S 


Important part of the treatment. Eey k 

Of the two parents, the mother’s influence on the child is far more sig- 
Nificant than is the father’s because most of the child’s early experiences 
are in relation to her. She feeds him, weans him, changes his diapers, 


toilet-trai : `m when he cries and amuses him. In so doing, 
ains him, attends him when ^ erie rit. Frustrate 


She la; A 5 n f securi 
he lays the foundation for a later sense of sec orl : 
im she must, by seeing to it that he gives up his infantile pleasures of 
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suckling, soiling, wetting, etc., but the frustration and subsequent hostility 
can and should be tempered by the giving of much love. The frustration 
is inereascd if the demands on the child are too early, too abrupt, too rapid 
or enforced by punitive measures, and if there is an absence of. loving 
attention, encouragement and praise. 3 

The position of the child in the family should be determined, as this 
has a bearing on his emotional life. For example, an older child may feel 
cheated and deprived of his parents’ attentions and may feel the need to 
struggle to maintain his superiority over the younger siblings; a youngest 
child may be over-indulged by the parents with consequent perpetuation 
of his babyish ways. Every child needs careful preparation for the birth 
of a sibling. All of them respond at first to the younger child with jealousy: 
Unless excessive, this reaction disappears when they are given plentiful 
reassurance of parental affection and privileges corresponding to their 
developmental status. The physician can often alleviate the parents 
unnecessary worries about the manifestations of the child’s jealousy. p 

With the school age come new difficulties in adjustment but ordinarily 
these are not insurmountable. The physician should determine whether 
the child is making normal progress in his studies and whether he has 
desirable attitudes toward teachers and classmates. Retardation in schoo 
work, inattentiveness, over-submissiveness, aggressive and defiant be- 
havior, non-participation in extra-curricular activities and poor relation- 
ships with classmates—all point to maladjustment of varying degrees 0 
severity. 

Investigation of the child’s social adjustment involves finding out 
whether he makes friends easily, how many friends he has, how long his 
friendships last, whether he belongs to clubs, what he does with his spare 
time, what his religious training has been, how great is his interest i? 
religion now, whether he has been given sexual information by the parents 
or shielded from it, what his sexual experiences have been, etc. k 

The medical history will indicate the present state of the child’s phy: sical 
health and whether he has had physical illnesses, nccidest® or operations 
which might bear some relationship to his emotional maladjustment: 
Some medical conditions, for example, an old encephalitis, may be the 
direct cause of the emotional disturbance. Others may be of importante 


_ only insofar as they have resulted in some increase of the child’s anxiety 


about himself, or in an excessive amount of attention from the parents. 
In securing a history of the present illness, it is sometimes quite a tas 
to elicit from the parents complaints other than the presenting one, bu 
these should never be neglected. Often parents will mention only 02e 
symptom—that which for some reason is more disturbing to them—eve? 
though others of equal or greater importance are present. For example, 
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the writer recently studied an eleven year old boy who was brought by his 
mother for the problem of night enuresis. On further questioning, the 
mother mentioned his extreme restlessness, marked suspiciousness, inability 
to make friends and voracious eating, all of which pointed to the fact that 
his maladjustment was considerably more severe than first indicated by 
the mother. It is important too, to determine how long a symptom has 
been present. Possibly if it is of short duration it can be traced to some” 
unusual event in the environment which may right itself in time or can be 
corrected or attenuated by the parents with the help of the physician. 
For instance, it may have been precipitated by the birth of a sibling, illness 
of the mother, the mother going to work or the father going to war. 


PHYSICAL EXAMINATION AND FINDINGS 


A thorough physical examination should never be neglected. A positive 
Physical finding can account for an emotional disturbance but not neces- 
sarily so. Many children react temporarily to physical illness with fear- 
fulness, exaggerated dependence on the mother, whining, aggressive 
behavior, withdrawal, etc. However, unless an exhaustive examination 
very definitely establishes a direct causal relationship, it should not be 
expected that the correction of physical conditions will result in improve- 
ment of the emotional disturbance. Attendance to very minor physical 
ailments is not to be given at the pric 


e of unnecessary delay in psychiatric 
treatment, Some types of “physical” treatment for emotional problems 
A in themselves actually constitute severe emotional trauma to the 

Ud, 


Two examples will be given of cases in which medical treatment did not 
ting about improvement in the child’s emotional problems because these 
Problems did not have a physical basis. ' 


Bill, a nine year old boy, was seen b: 
bated « 


age. 
e, at n 
trau 


y a physician because he mastur- 
almost continuously”? and was slightly under-developed for his 
He Was given pituitary injections and thyroid medication but 
© time did the masturbation improve.” Removal from a very 
matic home environment and commencement of treatment in a 
Psychiatric residential school was followed shortly by cessation of 
pee masturbation. In psychiatric interviews he brought out 

carly that he had regarded the injections as a punishment for the 
masturbation, 


AUY » an only child, aged eight, was referred to a psychiatrist (finally) 
use 


depende of finicky appetite, excitability, disturbed sleep and excessive 


a nce upon the mother. The father was a cripple and the mother 
aed hypochondriacal complaints. Polly had been seen regularly 
ev 


eral years’ time at a medical clinic and because of her finicky 
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appetite she had been given thyroid medication. Several months later, 
although there was a questionable improvement in her appetite, she 
was even more excitable than before. It was at this point that she was 
seen by another physician who recognized the emotional nature of her 
problem and advised psychiatric consultation. 


SCRUTINY OF THE CHILD’S PERSONALITY 


The concept of normality and all possible deviations from it cannot be 
adequately discussed in the confines of a very brief paper. However, the 
writer’s wish is to stress the fact that each new stage of the child’s develop- 
ment—infancy, preschool, elementary school, and adolescence—brings with 
it fresh conflicts with resulting difficulties in adjustment. If this is kept in 
mind, evaluation of the total situation may sometimes lead to the con- 
clusion that the child has not “a problem” but only emotional “growing 
pains,” about which the parents are unnecessarily disturbed. In general, 
if a child is doing well in school, is not overly shy, has many friends and 
can meet new situations well, one is reasonably safe in thinking that any 
symptoms which he has are not a sign of profound maladjustment and can 
be corrected by talking with the child or by manipulation of environment 
or by a combination of methods. This less severely disturbed child can 
usually be treated successfully by a physician who has had training in 
child psychology, leaving only the more severe cases for referral to the 
psychiatrist. 

The signs of abnormality are almost legion. Recently the writer was 
impressed by a letter received from a mother who, after enumerating ® 
dozen severe problems her son has, concluded, “He is like any other child, 
only more so.” It is true that the maladjusted child differs from the 
normal only in being “more so” or “less so” or “different.” All signs of 
maladjustment are indications of insecurity and unhappiness in the chil 
and never of “badness” as so many parents think. Occasionally the chil 
expresses his unhappiness in words. More frequently he uses the languas® 
of behavior or bodily symptoms. Examples of these ous types ° 
expression are given in other papers in this bulletin. 


SUMMARY 


The importance of early recognition and appropriate treatment of emo- 
tional maladjustments in children is stressed. It is pointed out that the 
pediatrician can make and is making a valuable contribution to this. It H 
urged that children be given an exhaustive examination, including pe 
only the usual thorough physical examination but also complete history 
taking from the parents and scrutiny of the child’s personality. 


_ Cause it is in 


‘gn 


THE PSYCHOLOGICAL TESTING OF CHILDREN: INTELL 
GENCE AND EMOTIONAL ADJUSTMENT 


By SIBYLLE K. ESCALONA anp DAVID RAPAPORT 


All those who are responsible for the care of children and infants whether 
it be in the capacity of psychiatrist, pediatrician, teacher, social worker’ 
or parent, are confronted with the necessity of assessing the developmental 
Status and capacities, as well as the specific psychological characteristics 
of children. Psychological tests of intelligence comprise one of the avail- 
able sets of tools which may be used profitably to obtain a systematic 
Comparison between the level of mental functioning of a particular child 
and the majority of children of his age-group. However, recent develop- 
ments in psychological testing go beyond the assessment of intelligence. 
Psychological tests are becoming tools of understanding personality struc- 
Ure, of assessing types of adjustment and maladjustment, and thus are 

eginning to serve also as diagnostic and prognostic instruments. 

As is the case with any other scientific instrument, the value of psycho- 
gical tests for infants and children depends upon the manner in which 

€y are used. In the past, psychological testing of children has too often 

en limited to the calculation of an intelligence quotient. On the basis 
of Such a result important decisions have been made on the tacit assump- 
tion that an intellectual deficiency or superiority is a constant and un- 
i anging characteristic of the person, and a valid basis for future planning. 
n the light of recent findings in regard to the variability of the intelligence 
jotient with varying environmental conditions, such over-evaluation of 
Ntelligence status must be considered a misuse of psychological testing 
aocedures. Intelligence test results and, for that matter, any test results 

Suld be used only in conjunction with clinical examination results, be- 
Stood that context that their real meaning and value can be under- 
hot u and exploited. On the other hand, psychological tests are frequently 
un ‘Se m situations where they might make a real contribution to the 
al So, ae of a case. f The underestimation of, or lack of information 
Use 4 oa contribution is just as widespread as overuse and mis- 
i whig atrician and the child psychiatrist encounter a series of situations 

Ta Psychological testing of the child in question may be of great help 
Psychole indispensable. In the following, the kind of situations in which 
the shies tests can make a contribution will be briefly described and 

we of such contributions summarized. 
Oe abieed of Intelligence. A child may come to the attention of 
atrist because of poor school achievements, or the pediatrician 
205 
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may note poor school achievement in a child under his care. This poor 
school achievement may be due to any of a great number of factors: 

1. The child may be ailing and consequently be absent so often that this 
itself may explain his poor achievement. In such cases the standard 
educational achievement tests [e.g., Stanford Achievement Test‘) will 
yield poor scores at the same time as the intelligence tests will indicate 
adequate intelligence and efficiency. 

2. The child’s physical complaints and his frequent absences from school 
may both be expressions of a psychological maladjustment. This mal- 
adjustment may also be the basis for an even poorer educational achieve- 
ment than is warranted by the absences. In such cases the intelligence 
test [e.g. Stanford-Binet®, Minnesota Preschool’, Wechsler-Bellevue®, Cor- 
nell-Coxe’] may show either a generally poor efficiency or uneven 
achievement on different parts of the test, reflecting uneven development 
of the different functions underlying “intelligence.” This in turn may 
indicate the necessity for personality testing [e.g., the Rorschach Test’] 
which will reflect the nature of the maladjustment. 

3. A child may show poor achievement due to special disabilities O! 
disturbances which lie in the sphere of the acoustic or visual sensory funt- 
tions. These disabilities may be established by means of audiometri¢ 
and optometric tests. 

4. A child may also do poorly because of insufficient stimulation in the 
home or at school. In such cases the personality tests will indicate good 
endowment and no maladjustment while the achievement and intelligence 
tests will still be poor. Verbal intelligence especially (vocabulary, verbal 
concepts, etc.) will likely remain under-developed in such cases. 

5. The child may, however, do poorly due to a general mental retarda- 
tion, which may be either congenital or the expression of an emotional 
difficulty; or his low achievement may be the result of a specific retardation 
(reading, spelling, arithmetic difficulty) which again may be organic—i2 
rare cases—or, more frequently, may have an emotional origin. In cases 
of congenital mental deficiency the intelligence and achieveinent tests are 
likely. to show uniformly retarded development of the various functions 
involved in “intelligence,” and the personality tests will also show patterns 
characteristic for mental deficiency. However, where the deficiency 15 
a “pseudo-debility” of emotional origin, the personality tests will not show 
such patterns and the intelligence tests will show great unevennesses in the 
efficiency of various functions. Where the intelligence defect is due tO 
acquired organic damage, the personality tests are likely to show a feeble- 

minded pattern, and in addition may reflect the presence of organic damage. 
Sometimes the damage may be covered over by the defective pattern- 
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However, the intelligence tests are likely to show very great unevennesses 
of functioning. Special reading, spelling and writing tests are used to 
analyze the nature of special disabilities. k 
6. Finally a child may do poorly due to impaired efficiency on the basis 
of the kinds of maladjustment which are usually called “behavior dis- 
orders,” a neurosis, or even a psychosis of childhood. These will be dealt 
with below, because in these the intellectual retardation is really a side issue.” 
B. Disturbances of Emotional Adjustment. A child may come to the 
attention of the child psychiatrist because of an apparently “minor” be- 
havior difficulty or such may be noticed by the pediatrician in a child in 
is care. Such “minor” behavior difficulties may be untidiness of all 
degrees, thumb-sucking, nail-biting, fearfulness, shyness, quarrelsomeness, 
“wildness,” masturbation, poor eating, poor sleeping, etc. In all these 
Cases one may deal with transient developmental symptoms, with essential 
manifestations ofa neurosis, or even with a relatively innocuous-appearing 
Symptom of a generalized and malignant maladjustment—possibly of 
Psychotic degree. In such cases the personality tests and tests which 
obtain samples of the child’s phantasies (such as play-techniques or the 
hematic Apperception Test®) are important tools for assessing the 
Seriousness of these symptoms. In such cases the tests are an especially 
important adjunct of diagnosis, although, in contrast to their frequent use 
m cases of intellectual retardation, they are used all too little. Yet, for 


these cases, where the essential disturbance is obscure and the symptom 
all available tools 


®pparently innocuous or at the most very annoying, 

Should be marshalled to assess the degree of seriousness of the underlying 

Maladjustment. Only such a procedure will provide a sound basis for a 
cision in regard to those difficulties requiring immediate attention and 

: se which do not need to be treated and can be left to development to 
ake care of. Frequently the intelligence tests can be of help here because 

© Severity of the maladjustment is often proportional to its encroachment 

on the efficiency of intelligence. 

The child tray come to the attention of the child psychiatrist, or may 


aot or conspicuous to the pediatrician among his patients, because of an 
a delinquency” such as stealing, lying, fire-setting, or sexual delin- 
cree In such cases again it may be difficult to determine whether the 
an = is due to mental deficiency, to environmental conditions that may 
E] a whether the delinquent activity is an expression of a 
sae culty referring especially to development of “ 
growin 1S, & psychosis or a character-formation which pri 
the ae up to become a full-fledged psychopath. 
Sonality and “phantasy” 


develop- 
conscience,” of 
esages the child’s 
In these cases mainly 
tests are helpful in establishing whether 
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the delinquency is symptomatic of neurotic or psychotic maladjustment 
or an expression of an inadequate development of conscience. In the latter 
case manipulative skills ure frequently superior to verbal skills and thereby 
the intelligence tests become diagnostically helpful. 

Even when the child comes to the attention of the pediatrician through 
a generally poor bodily development, or with specific somatic conditions, 
such as allergies, hives, chronic stomach upsets, chronic bowel difficulties 
(diarrhea, constipation, etc.), such conditions, and especially their chron- 
icity, should raise the question: is a maladjustment in the psychological 
sense present? In these cases the same considerations and testing pro- 
cedures are in place as were described for symptomatic maladjustment. 

Finally even where a child comes to the attention of the psychiatrist, or 
becomes conspicuous to the pediatrician, with clearly neurotic symptoms: 
speech defects, temper tantrums, obsessions, compulsions, withdrawal, 
“delusions,” queer mannerisms—the question of differential diagnosis 
may still be present. In these cases the tests are useful to differentiate 
psychotic from non-psychotic conditions. The former goes with profound 
unevenness of intelligence development, disorganized phantasying and 
“typical” personality patterns. 

Thus in all these cases it is worthwhile to obtain psychological tests of 
one or the other kind because they may indicate whether the advice and 
care of the pediatrician is sufficient to cope with the problem or whether 
it is a case where psychiatric attention is advisable or mandatory. The 
tests may indicate whether a problem, which in its presenting form has no 
relationship to intelligence development and achievements, is one which 
will eventually invade those fields as well. The tests may indicate whether 
the problem is of such scope that it can be solved within the existing en- 
vironment of the child or whether it is such that residential-psychiatri¢ 
placement of the child is required. 

C. The Testing of Infants. Psychological testing can often be of prac- 
tical significance in work with infants and very young children. This iS 
true where infants fail to develop at the expected rate, or where infants 
cause concern because of eating or sleeping irregularities that do not respon 
to the usual pediatric measures. Wherever infants are deprived of the 
close maternal solicitude which only their own mothers and a stable family 
background can provide, infant testing becomes especially important. 
It provides one means of checking on the success of the foster-home 22¢ 
adoptive placement, in addition to the customary check-ups in regard to 
physical development. 

With infants and small children the Gesell and Cattell! scales are 
most frequently used. Combined administration of both these develop- 
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mental scales has been found useful. The Gesell schedule gives an estimate 
of the child’s motor development, his development in the sphere of adaptive. 
behavior, his language development and his development in the area of 
personal-social behavior. The use of this scale makes it possible, therefore, 
to specify any retardation or acceleration in development with reference 
to the aspect of growth where it occurs. Such information when combined, 
with rather complete histories which include not only medical facts but 
also the type of training the child has received, the amount and kind of 
stimulation to which he has been exposed and other relevant items, may 
give valuable clues as to the nature of the retardation. Thus, where one 
finds a retardation primarily in the sphere of personal-social development, 
with normal growth in the other areas, there exists sufficient warrant to 
Suggest changes in the child’s environment which will provide for a greater 
amount of stimulation in this area. It may be recommended, for example, 
that the child receive more individual attention and more affection than 
has been the case before the test revealed this deficiency. This aspect of 
testing is especially applicable to children who are reared in foster-homes or 
who are to be adopted, inasmuch as homes may be selected in part on the 
basis of the child’s needs, as indicated by psychological tests. 

‘ Psychological testing of infants and young children is as yet only a par- 
tially developed field, and there is need for more systematic research work 
ìn this area. Although behavior norms have been established for certain 
Standardized test situations, little is known about the behavior repertoire 


of infants in response to the ordinary events of home life which call for 


adaptations different from those elicited in laboratory situations. Experi- 
mental studies and time 


-sample observations of infant behavior are essen- 
lal in order that test results may be evaluated more meaningfully against 
pi background of knowledge established through such studies. Psycho- 
Bical tests will hot reach an optimal clinical usefulness until more is 
nown about variations in infant behavior due to variations in the environ- 
ment and until the genesis of those functions which are tapped by the 
Psychological examinations is more fully understood. 
2 3 Summary it may be said that psychological testing of children meets 
ariety of needs arising in medical, psychiatric, or educational practice. 
| eee or an analysis of the different degrees of retardation and accelera- 
ew clopment, and of the specific nature of atypical forms of mental 
Geni) ne may help to differentiate between the manifestations 
is SA Oa kora aen disabilities, and of various types 
5 3 is 4 rvi i 
Maximur, ties ype ot psychological testing service reaches its 


Bree only when it is used in conjunction with clinic 
Vestigation procedures. " 
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THE ROLE OF THE SOCIAL CASE WORKER IN THE BOARDING 
HOME PLAN OF THE SOUTHARD SCHOOL 


By DOROTHY G. WRIGHT 


The boarding home plan of the Southard School has been in operation 
for almost three years and is now an accepted and proved technique in 
the school’s treatment of neurotic children. Parents are informed of the 
plan upon admission of their child. The children anticipate going from 
the school to a boarding home as an indication of their progress. Ten 
of the twenty-two children in the school live in boarding homes. 

The arrangements with each home are based on the child’s individual 
needs. In general, however, the child is in the boarding home from 
5:00 in the afternoon until 8:30 the following morning with the excep- 
tion of Saturday and Sunday when he is with the boarding home family 
all day. If the boarding home parents wish to go out of town or make 
other plans in which The Southard School child cannot be included, im. 
mediate arrangements are made for the child to come back to the school 
for whatever period the family will be absent. All boarding homes are 
paid the same fee for board, room and child care. Such items as laundry, 
cleaning, allowances, recreation with the family, and clothing are sepa- 
Yate charges which are listed by the boarding home and this expense 
account is turned in each month for reimbursement. All medical needs of 
the child in the home are handled by the Southard School physicians. 

The use of the boarding homes for children under psychotherapy has 
Many unique features which are not found in the usual children’s agency 

oarding home plan. Here are a few of them: 

l. The children placed by the Southard School have more problems 
and are usually more disturbing to the boarding home than the average 
child placed by a children’s agency. The initial stage of the child’s adjust’ 
Tent in the home is often relatively unmarked by abnormal behavior. 

uring this period the boarding home parents tend to accept the child 
as normal and at times resent his being at the school. Then when bed- 

, Wetting, soiling, stealing, tantrums and other emotional problems appear, 


© boarding home parents face a real problem of incorporating a sick 


ee ae their home. If they have children of their own this adjustment 
en 


(ceed aa complications. If more consideration is given to the 

Cape chool child, their own youngsters are jealous and feel rejected. 

iets ene of Privileges and application of standards in the home 

eee 5 tered to include the child who is emotionally disturbed. It is 

er enge at times to make this neurotic child an integral part of 

_ muy and still maintain the family unit. In one of our boarding 
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~ homes this has never been accomplished and the Southard School child í 


remains merely a “star boarder.” There are other very fine features of 
this home which compensate for this factor and the child happens to be 
one who does not need deep personal attachments, so we have not made a 
change here. With most of our children such a relationship would defeat 
the purpose of placement, Here are a few examples of the type of children 
our boarding homes agree to take: 

Case A—A thirteen year old boy, of normal intelligence but extremely 
retarded in school, who engages in a great deal of rude, rough behavior. 


‘He needs much affection, firm handling, and a great deal of encouragement , 


because he believes he cannot learn and cannot do other things normal 
boys do.: 

Case B—A very mature fourteen year old girl who has been failing 
consistently in school despite a high I.Q. She has run away, has temper 
tantrums and always manages to get her own way. 

Case C—An attractive twelve year old boy who has a history of stealing 
and lying. He has no conception of getting along with people. He thinks 
he has to fight for everything or pay somebody off for any consideration 
received, He is also retarded in his school work and is a very intelligent 
youngster. 

2. These children come from homes where the physical surroundings 
have been most adequate and in some cases, luxurious. In an agency 
the caseworker often finds it difficult to refrain from “overplacing” & 
child who has come from a very poor home. Here at the Southard School, 
we have to guard against “under-placement.” Sometimes an “‘under- 


placement” may be desirable for a child who has had “everything” but. 


his own parents may have difficulty in appreciating the values for which 
such a home is chosen. It is necessary in such instances to explain exactly 
the kind of environment the school is trying to secure for the child. There 
is also another problem here from the point of view of the boarding hom? 
parents. If they are rearing their own family on a very limited budget, 
they may resent the apparent wealth of a Southard School child who has 
expensive clothing, toys and gifts. So it is important to locate for these 
children homes of higher economic level in the community. Most © 
these are found among professional groups and business executives. In 
fact, our present families include the following types of persons: a junior 
high school principal, a teacher of agriculture in a rural high school, 2 
railroad executive, a state insurance agent, a legislative research specialist, 
a college professor, an executive of a service corporation company, ® boy 
scout executive and a real estate salesman. i 
3. Southard School homes must be especially selected to meet specific 
needs of the child. The psychotherapist gives the caseworker definite 
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requirements for a boarding home. These requirements differ with each 
child placed. One child may need a home where there are no children, 
another may require the companionship of children who are older or 
younger than the patient. A protective mother may be needed for one 
child and a very lenient one for another child. Sometimes it is very 
important to find a home in which the father is the dominant figure; in, 
another case there need be no father figure in the home. Because of these 
Specific requirements, voluntary applications for children do not usually 
meet the definite needs outlined. It is necessary then for the psychiatric 
Caseworker to go out into the community, locate the type of home re- 
duested for a particular child and then persuade the family to become 
terested in the boarding home plan. This is contrary to most agency 
Procedures where value has been placed on the voluntary application of a 
ome for a child. 
4. The procedure of placement at the Southard School is more compli- 
cated and involved than that set up by most children’s agencies. A 
complete social investigation is made of the home, and references are 
checked. At times the social history of the family is difficult to obtain 
because the persons in the home are well-to-do, respected citizens of the 
community who resent having to give personal information to the case- 
Worker, When the history is completed the child’s therapist visits the 
ome with the caseworker. If the therapist does not approve of the 
ome for the child being considered, another home must be sought. The 
amily is given an adequate explanation as to why the particular child 


Wa 


S placed in this home and it is put on the waiting list for another 


as the therapist likes the home, however, and believes it will meet the 


an S of his child, the family is encouraged to invite the child to the home 
“Re oe meal. The child is told that he need not go to this home 
kim SS x wishes to do so, and that the boarding home family must want 
Underet e cannot move into their home. The boarding home family also 
es S — that it need not accept the child unless the members of the 
‘and ie that he can be included in the family life. Then if the child 
| Howeye carding home family are congenial, the placement is made. 
Bia. oo this is done on a temporary basis. If at any time the’ 
the Pie ome parental do not wish to keep the child they are free to give 
tom the h two weeks’ notice. The school may also remove the child 
ation ra ‘ome on two weeks’ notice when the therapist feels that the situ- 
quires it, 
home chile ation which the Southard School has about the boarding 
More oo a 1s much more detailed than that in most social histories and 
nfidential in nature. The social worker has to give enough of 
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this information to the boarding home parents to interest them in the 
child and to enable them to understand him, but at the same time she 
must make the family thoroughly aware of the extremely confidential 
nature of their knowledge of the child. She prepares them for the ques- 
tions which their friends and neighbors will ask, and explains what can be 
said about the child’s presence in their home. The selection of the infor- 
mation given to the boarding home and the formulation of the attitudes 
which the family should maintain are worked out by the caseworker and 
the therapist before the placement is made. 

6. The social worker makes it very clear to the boarding home parents 
that the children cannot be adopted. The need of these children for 
realistic home ties must be recognized and fulfilled, however, particularly 
in cases where the home relationship is an essential element in the treat- 
ment of the child. At times the boarding home mother needs considerable 
support with the conflict she may have between her desire to give the chil 
the love and affection she feels for him and her knowledge that he will un- 
doubtedly return to his own home sometime in the future. Boarding 
home mothers who care for very maladjusted children often become more 
emotionally involved with the child than do mothers who have children 
who require less care. Naturally children who are orphans or who have 
a deceased mother tend to build up a more permanent relationship with 
the boarding home than those whose parents are living and visiting a? 
writing the child at the school. 

7. The relationship between the actual parents and the boarding home 
is handled by the psychiatric caseworker through the school administra- 
tion. In general, all contacts between the two groups of parents are 
discouraged. The boarding home is often felt as a definite threat by the 
child’s parents. At times it is necessary for the caseworker or child psy- 
chiatrist to have several interviews with the parents to help them ove! 
come their resistance to placement. e 

Contacts between the two families tend to complicate. the situation 
not only for the parents but also for the child. In most cases the boarding 
home should consistently be identified with the school in the child’s mi”! 
and should not be confused with his own family relationships. Parents 
who visit the boarding homes find it difficult to refrain from giving ™~ 
structions or from referring to problems which they have encounter 
with the child. If the child becomes aware of this, he tends to identify 
the boarding home with his own home. This situation is particularly 
detrimental when the child has rejected his own parents or is resista? 
to their control. if 

Parents can visit the boarding home of their own child, however", 1 
they wish to. Some persons seem to feel more secure about the care ° 
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their boy or girl when they have seen the home and met the boarding 
home family. In such a case, arrangements are made for a “social” 
call at the home, and if possible the parents are accompanied by the case- 
worker. The boarding home parents are requested to refer all questions 
Concerning the child’s development to the school. 

8. The Southard School boarding homes are subject to much more 
intensive supervision than is given by most social agencies. This super- 
vision entails a weekly interview with the caseworker when a “running 
Teport” of the child’s behavior and reactions during the past week is given 
by the boarding home parents (usually the mother). For each child the 
therapist may request special observation and details. With one child 
it may be important to notice any repetitive actions, with another to list 
all phantasies told to the members of the family. If the child is a bed- 
wetter the parents are asked to report carefully the happenings of the 
family before bedtime. Any acts of lying, stealing, sexual behavior, etc. 
must be noted and reported to the caseworker, with their attending cir- 
cumstances, as well as items of satisfactory behavior. 

Naturally the boarding home parents need to be aware of the nature of 
Psy chotherapy and sympathetic toward the efforts of the therapist, in 
order to gather and report the information which will be of value in pro- 
Moting the treatment of the child. The fact that the child has a therapist 
2: whom he tells all of the happenings of the home acts as a threat to some 
E home parents. They fear the criticism of the therapist and un- 
ist pa understand thoroughly the relationship of the child to the thera- 

no “Jey may refrain from using their own judgment in the matter of 
eed The caseworker must constantly assure the foster parents 

ee ey have a Southard School child because they are good parents. 
te them to use their best judgment and give the child the same 
ae AE and controls that they would give their own child. They 
Paying th ed that the school is not paying “room and board,” but is 
em te include this child in their family. If they give him all 


Of th ` . 
: line they are not being fair to the 


child. cues and none of the discip 
ig seth ‘ti other hand, if their judgment has been poor and a particu- 
t erapist : to be detrimental to the treatment of the child, the 
4 a make other suggestions for similar situations in the future. 
child’g ee Teceived from the boarding home is relayed to the 
ack to the i m weekly conferences. Then the caseworker takes 
or the ke ao home any suggestions which the therapist may have 
_ With the Shod) uation, In general the boarding home parents cooperate 
Sed in selectin ie well indeed. This is partly because of the initial care 
insight, of en Pe partly because of the high level of intelligence 
"Dport with th © boarding home parents, and partly because of good >` 
3 e School and a belief in the value of the work it is doing. 
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